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| am glad to know that the Indian Society of Psychiatric Nurses (Regd.), Karnataka, 


Bangalore, is hosting its second International Conference of ISPN at NIMHANS from 10th 
to 12th October, 2009 in Bangalore. 


The Medical field is a fast changing one where today's inventions become outdated 
7 tomorrow. Nursing practitioners have to necessarily cope with the paradigm shift taking 
place in the profession in order to keep themselves abreast of the latest techniques and 
developments. The second International Conference is a step in the right direction as it 
provides an opportunity for scientific deliberations, presentation of scientific papers, 
lectures from eminent teachers of various specialties which will be useful for nurses. It is 
also an opportunity to exchange ideas, expertise and experiences between the young 


professionals and veterans in the field. 


| convey my greetings and good wishes to the organizers as well as participants for the 


success of the International Conference. 
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Nursing profession is undergoing sea change in its practice over the decade. Today's nurse 
not only cares for the patient in the ward but also educates the patient and relatives 
regarding the causes, action to be taken, do's and don'ts with regard to the management of 
the illness. In the modern age, we are now living with increasing stress owing to the various 
factors. In the times to come, the stresses and strains will be further accentuated, thereby 
making mental health a very significant issue. The importance of human rights also reflects 
the progress that has been achieved by mankind. Undoubtedly these advances have 
occurred due to a better understanding of the evolution of the human brain and mind. It is 
critical that the rights of human beings in the event of "unsound" mind or mental illness are 


contextualized and examined with careful consideration. 


Therefore, it is very apt that the Indian Society of Psychiatric Nurses is organizing the 
Second International Conference of ISPN between 10” and 12" October 2009 and the 
theme of the Conference is on "Human Rights in Mental Health and Nursing Perspective". 


The modern psychiatric nurse plays a very important role in this aspect. 


| wish the deliberations of the Conference all success and hope that this will lead to a better 


understanding of Human Rights in Mental Health and Nursing Perspective. 
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T. DILEEP KUMAR 


NURSING ADVISER. MINISTRY OF ne & 
FW NIRMAN BHAWAN, NEW DELH 
& 


PRESIDENT INDIAN NURSING COUNCIL 


1 am extremely pleased to note that the Indian Society of Psychiatric- 
Nurses (I.S.P.N.) is organizing the 2'™ International Conference in Psychiatric 
Nursing at the Convention Centre, NIMHANS. The Theme "Human Rights in 
Mental Health Nursing Practice" chosen to deliberate during three clays 
scientific- forum is appropriate in view of the fnct that human rights are those 
rights inherited in every human being by virtue of being a person and are 
fundamental to our existence, without which we can nor live as human beings. 
Psychiatric Nurses need to be sensitive to the needs of the mentally ill and protect 
and be advocates in safe guarding their rights as human beings. 


I hope the conference deliberate on very important and vital issues 
concerned with human rights of mentally ill with right direction to strengthen 
their claim to be served in par with other human beings. 


I wish the conference grand success. 
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T. DILEEP KUMAR 


Chairpersons Desk __ 


Human rights encompass the "basic rights and freedom" to which all human 
beings are entitled. This signifies a broad range of rights related to civil and 
political issues such as the right to life and liberty, freedom of expression, equality 
before the law and social, cultural and economic rights etc. It is equally important 
that the rights of human beings in the event of mental illness or "unsound mind" are 
properly outlined and examined after careful considerations. 


Mental illness is a unique problem that it affects the very basic faculty of human beings and 
Can pose potential adverse impacts on both the suffering person as well as others around 
him. Thus, in this context, while rights of mentally ill people should ensure them their due 
privileges in the community, it should also ensure protection against infringement of the 
rights of others. 


People with mental disorders are particularly vulnerable to abuse and violation of their 
rights. If a protective mechanism is not in place, they can be susceptible to abuse by anyone 
in society, including family members, spouses, caregivers, professionals, friends, fellow 
citizens etc. Ensuring adequate protection of human rights of the disadvantaged and 
marginalized and vulner ble citizens will reflect a civilized society which respects and cares 
for such people. 


A series of international human rights treaties and other instruments have been in place 
since 1945. The members States of the UN have recognized and reaffirmed their faith in 
fundamental human rights, in the dignity, integrity of every human beings as a person and in 
the matter of equal rights of women and as also in certain special rights of children. 


The proposed international conference is an initiative in addressing issues related to human 
rights in relation to Mental Health and astep in the right direction 


Dr. D. Nagaraja 
Director - Vice Chancellor, NIMHANS, Bangalore 
Organizing Chairperson 
ISPNIC-2009 


Patron speaks... 


Welcome to the International Conference of Indian Society of Psychiatric 
Nurses: Human Rights in Mental Health Nursing Practice -2009 


The theme of this conference is Human Rights in Mental Health Nursing 
Practice having five sub themes. The theme focuses on sharing new knowledge 
of Human Rights and its integration in mental health and psychiatric nursing practice as 
well as leadership and management skills of Nurse Managers in mental health services. 
Added knowledge of leadership and management skills means that we will not only 
deepen our understanding of human rights by sharing knowledge in highly participatory 
sessions, but we will also develop skills for implementing these new ideas. 


It is important to develop "high efficiency network" when your social network consists of 
people who know each other well, you have a "high performance network" - good for fast 
decisions, and synchronized action. You may have heard the term "human capital," but | 
would like to introduce you to anew term called "social capital." 


Social capital refers to resources available through out personal and professional network. 
These resources include information, ideas, leads, opportunities, power, influence, 
emotional support, trust and cooperation. Think of human capital as what you know; think 
of social capital as who you know. Our goal is to increase your social capital as well as your 
human capital. 


Enjoy the conference; enjoy your stay in Bangalore, the state of Karnataka, South India. | 
once again welcome delegates to ISPNIC-2009. 
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T Dileep Kumar, 
Nursing Advisor, 
Ministry of Health and family Welfare, 
Govt of India 


Greetings on the Occasion 
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| cordially invite you, on behalf of the organizing committee, to the Human Rights in Mental 


Health Nursing Practice-International Conference organized by Indian Society Psychiatric 
Nurses. 


This is a conference with a difference; instead of passively absorbing endless presentations, 
you will actively participate in groups to come up with ways of building capacity and 
introducing integration of principles of human rights in mental health settings and 
psychiatric nursing practice. 


Eminent international experts in the field will facilitate the sessions. 


We intend this exercise to influence policies and practices of mental health professionals 
focusing of human rights and bring about a change. 


If this is a goal you are passionate about, please register soon to ensure a place at the 
conference. We shall do our best to make your experience here intellectually stimulating 
and memorable. 


Dr. K. Reddemma 
Organizing Secretary ISPNIC - 2009 
& President ISPN 


ia The ISPN started in the year of 1991 with objectives of 
¢ — Enhancing the advanced knowledge and skills in the field of MH.psychiatric 


nursing. 
¢ To provide platform for discussion and deliberation on evidence based 


practice. 


* To create awareness and to translate the research findings in MH nursing practice. 


The ISPN was registered under the co-operative society act in 1991 at Bangalore, 


Under the guidance of Dr. K. Reddemma, First year only about 50 members were enrolled. 


Late Dr.H.M. Gangadharaiah was the first President of ISPN. 


At present, there are 850 life members including 75 associate life members. 


a. The eligibility for Life members 
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Should posses diploma in psychiatric nursing. or 
MSc in psychiatric nursing or 

Ph.d in psychiatric nursing 

Life Membership fee Rs.1000/- 

Associate life members 


Any other Post Graduate specialties in nursing are eligible to become associate life 
members. 


Life Membership Fee - Rs.650/- 

Foreign Membership fee 

Foreign Life Membership - $500 

Foreign Associate Life Membership - $300 
Application fee Rs. 10/- 


ANNUAL NATIONAL CONFERENCES 


ISPN organized conferences every year from 2002 till date 


S72 


1st National conference was organi 
ganized at NIMHANS Bangal teas 
Psychiatric Nursing". galore in 2002 Gna weenie 


2nd conference was conducted at JSS 
College of nursing in 2003 on" 
and Psychiatric Nursing" in Mysore. 6 on "Mental Health, Sexuality 


3rd conference was 

conducted at Savitha college of nursing i ii 

sing in Chennai in 2004 on" 
mental health: psychiatric nursing perspective". ilies” 


4th conf 
ne gai and the 1st International conference was organized at NIMHANS Bangalore in 
olescent mental health issues and problems: psychiatric nursing perspective 


5th conference was held on "Geriatric mental health problems: psychiatric Nursing 
perspective" at Mangalore in 2006. 


The 6th conference was organized at college of nursing, Dayananda medical college and 
hospital, Ludhiana, on "Substance Abuse and Psychiatric Nursing perspective" 2007, 


The 7th conference was held at Lisie College of nursing, Cochin on the theme "Promotion of 
mental health and Prevention of mental disorders" 2008. 

The ISPN is one of the members of the Indian Confederation of Health Accreditation, (In the year 
2005), which accreditate health care activities in India. The ISPN published the proceedings of 
previous conference in the year 2006. 

The general body meeting held during the 5th ISPN conference at Mangalore decided to 
initiate fellowship of ISPN. The eligibility criteria for fellowships suggested were: 


Should be: 
1. The life member of ISPN 
2. Published at least 5 scientific papers in the indexed journals 


3. Aspirates should apply to the General Secretary with Rs.1000 DD in favour of ISPN for 
consideration for fellowship of ISPN 


4. Significant contribution to the field of Mental Health Psychiatric Nursing. 


The executive body held prior to the 6th national conference resolved to give honorary 
fellowship to Sri. T. Dileepkumar, Nursing advisor of Govt. of India and president of INC. 
and Dr. K. Reddemma, Professor of Nursing & Dean, Behavioural Science, NIMHANS 
and the president of ISPN. The fellowship as fellow of Indian society of psychiatric nurses 
was conferred on them during the 6th national conference of ISPN at Ludhiana in March 
2007. The website of ISPN http//www.ispnindia.org was launched in February 2008. 


Vision of ISPN 

¢ ISPN News Letter 

¢ Journal of Indian Society of Psychiatric Nurses 

¢ Continuing nursing education in different centers/states 

¢ Collaborative work with international psychiatric nursing agencies. 


¢ Involving Psychiatric Nursing Experts Globally. 


Zonal Vice Presidents of ISPN: 

¢ Dr. Jasbir Kaur (North) Principal, College of Nursing, Dayananda Memorial Hospital, 
Ludhiana, Punjab. 

¢ Dr. Anne Jose (South) Professor, College of Nursing, Calicut, Kerala. 

¢ Mrs. Arunjyothi Barauh (East) Assistant Professor,L B G Institute of Mental Health, Tezpur, 
Assam. 


* Mr. Choudary (West) Lecturer, College of Nursing, Civil Hospital Complex, 
Ahahamadabad 


Dr. NAGARAJAIAH 
General Secretary 


y of human rights everywhere. Our support goes to those who 


" Freedom means the supremac 

struggle to gain those rights or keep them." 
Franklin Delano Roosevelt, Former US President, 1941. 

Greetings to every one! 

On this Second International Conference of ISPN, NIMHANS, Bangalore, we take this 

nd would like to express Our gratitude and acknowledge the 


opportunity to greet every one a aed 1S 
her an international audience to highlight on "human rights 


efforts taken by the organizers to gat 
in Mental Health Nursing Practice”. 

n, mentally ill patients have received the scant care and 
lue in the socio-economic value 
herly treatment from the health 


Since the dawn of human civilizatio 
concern of the community because of their unproductive va 
system. They have not only been neglected but received step mot 
planners especially in the developing countries. It was only after the plea of progressive 
incorporation of the norms of human rights and liberal jurisprudence in the respective legal 
system that has created the urgency and necessity of initiating appropriate steps for the care and 
treatment of mentally ill persons. Thus as a result of the growth of humanistic values it is now 
admitted on all hands that a mentally ill person needs more care and concern for his treatment 
and well being which include a right to better and more accessible care, to good recovery and 
increased hopes of reintegration in to society. However, the major concern is the stigma 
associated with the disease, residual disability and the inability of the mentally ill to protest 
against exploitation that increases the felt need of human rights in mentally ill patients.9 Human 
Rights' is about balancing the rights of all of us as individual within the community. In the context 
of mentally ill persons, it not only refers to their privileges but remedial right of protection against 
infringement of their human and other statutory rights 


We thank the experts from the field of Psychiatric nursing and other fields of nursing who has 
contributed their views to enlighten the theme of this conference. 


Human beings are inviolable. Every human being shall be entitled to respect for his life and the 
integrity of his person. No one may be arbitrarily deprived of this right. 


Best wishes, 


Editorial Board.... 


Prof. S.N. j 
Nanjunde Gowda Prof. Esther Sherly Daniel Prof. Sheela Ramakrishnan 


Conference Committee 
OMe 
CHAIR PERSON 


Dr. D.Nagaraja, 
Director Vice Chancellor, NIMHANS, 


Bangalore. 


PATTRON 


Sri. T.: Dileep Kumar, 


President, INC, & Nursing Advisor, 
MOH&FW, Government of India, New Delhi. 


ORGANIZING SECRETARY 


Dr. K. Reddemma, 


President ISPN, Professor, Department of Nursing 
& Dean, Behavioral Science NIMHANS, Bangalore 
JOINT ORGANIZING SECRETARIES 
Dr. Nagarajaiah, 

Dr. Ramachandra, 

Prof. K.R. Srinivas, 

Prof. S.S. Prabhudeva, 


Treasurer 


Mr. Shankaraiah.S. 


Dr. Ramachandra 
Chairman 
Scientific Committee 


Prof. K.R. Srinivas 
Chairman 
Finance Committee &Catering Committee 


Dr. Rebecca Samson 
Chairperson 
Reception Committee 


Prof. Nanjunde Gowda 
Chairman 
Souvenir Committee 


Dr. Sandhya Gupta 


Chairperson 
Co-Ordination Committee For Foreign Delegates 


Dr. Nagarajaiah 
Chairman 
Registration Committee 


Dr.A.T.5. Gi 


Chairman, Transport & Accommodation Committee 


Prof. S.S. Prabhudeva 


Chairman 
Public Relation Committee 


Prof. Dorothy D.T. 


Chairperson 
Cultural Committee 


Conference Committee 
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7th National Conference ISPN-Cochin, 2008 , 
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An over view on Human Rights of mentally ill patients 


Dr .Nagarajaiah 
Associate professor 
Dept of Nursing 
NIMHANS 


Introduction: 


People with mental disabilities all over the world 


experience human rights violation, stigma and 
discrimination. 


“In some countries, people are locked away in 
traditional mental hospitals, where they are 
continuously shackled and routinely beaten. Why? 
Because it is believed that mental illness is evil and 
that the afflicted are possessed by bad spirits.” 


“Children are tied to their beds, lying in soiled beds or 
clothing, and receiving no stimulation or rehabilitation 
for their condition.” 


“Countries continue to lock up patients in ‘caged beds’ 
for hours, days, weeks, or sometimes even months or 
years...A couple of patients have lived in these devices 
nearly 24 hours a day for at least the last 15 years.” 
These are few examples of the kind of treatment some 
people with mental disabilities are subjected to! 


In many countries people do not have access to basic 
mental health care and treatment they require. Even 
outside the health care context, the stigma 
and misconceptions associated with 
mental disabilities means that people are 
marginalized and ostracized from society. 


They are excluded from community life 
and denied basic rights such as shelter, : 
food and clothing, and are discriminated — 
against in the fields of employment, — 
education and housing due to their mental 


disability. Many are denied the rig Peas 


vote, marry and have children. As a 
i ; ight te food 
consequence, many people with mental : ne 


disabilities are living in extreme poverty — 
which in turn, affects their ability to gain 
access to appropriate care, integrate into 7. 
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Freedom front C- 
discrimination 


P.Vijayalakshmi 

2™! Year Msc(PN) 

Dept. of Nursing 
NIMHANS 


society and recover from their illness. These violations 
are not just an issue for developing countries. Many of 
the abuses are also occurring in developed countries?. 


Health and human rights: 


A key component of the World Health Organisation 
(WHO) definition of health is the notion of the capacity 
to participate in community life, rather than the 
traditional narrower view of health as the absence of 
disease . According to this definition, health refers to 
“a state ofwellbeing in which the individual...is able 
to work productively and fruitfully, and is able to make 
a contribution to his or her community” . Mental health 
encompasses the individual’s capacity to cope with 
internal needs as well as external needs, such as roles 
within employment’. 


Human rights are: 


e Are guaranteed by international standards; 
e Are legally protected; 

e Focus on the dignity of the human being; 

e 


Protect individuals and groups; 


Human rights violations 
resulting in iff-health 


| 7 Right to participation 
me my Freedom from 
x * digerimination 
sola 
Reducing yudnerability ppt etiynd yi 
a te it-health mo through bealth Ss Right to information 
nuMtan rgRes davelopment 
~ Right te privacy 


e Oblige states and state actors; 
© Cannot be waived or taken away, 
° Are interdependent and interrelated 


e Are universal?. 


The real issues in mental health: 
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Lack of access to high quality care: 


Almost everyone agrees that the most important 
issue in the field of mental health is the lack of 
access to high quality care for a majority of the 
population. Treatment, when available, is based 
on a purely medical model focusing on the 
provision of drugs and ECT. There is a dearth of 
psycho-social therapies, counselling and psycho- 
therapy services and rehabilitation facilities. It is 
well accepted that mental health care needs to be 
multi-disciplinary, involving professionals such as 
psychologists, psychiatric nurses and psychiatric 
social workers. However, such care is limited to a 


few centres in our country”. 


Mental health, budgets and spending: 
Mental health is an invisible subject in public 
health debates and in policy. India spends a 
fraction of its total health budget on mental health. 
As we all know, public health itself is a highly 
neglected area. Money available has been spent 
mainly on hospital / tertiary care. Up to 80% of 
the money allocated to psychiatric hospitals are 
being spent on salaries, leaving very little for user 
centred programs or client rehabilitation. Recently, 
under the 10th five year plan outlay a budget of 
Rs. 190 crores was released to strengthen the 
mental health sector in India. However, much of 
this budget is towards up gradation of the mental 
hospitals and further creation of medical facilities. 
While the whole world is moving towards 
community, very little money has been allocated 
for strengthening the community mental health 
services. The situation for the XI five year plan does 
not appear to be very different’, 


Shortage of health professionals: 
There is an acute scarcity of adequately trained 


mental health professionals in the country. This is 
unlikely to change in the near future given the 
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shortage of training facilitie 
ee times 
rkers and psychiatric 
dia, it is estimated that 


as many 


between two and thr 


psychologists, social WO 
nurses as psychiatrists. In In | 
there are more psychiatrists in active clinical 


practice than there are trained psychiatric UIEES, 
clinical psychologists and psychiatric social 
workers. No systematic efforts are being made to 
address this distortion, by professional 
organisations or by the government. 


Available Provision of Care for Mental Illness 


Total psychiatric beds per 
10,000 population 
Psychiatric beds in mental hospitals 
per 10,000 population 


psychiatric beds in general hospitals 
per 10,000 population 


Psychiatric beds in other settings 
per 10,000 population 


Number of psychiatrists 
per 100,000 population 


Number of psychiatric nurses 
per 100,000 population 


Number of psychologist 
per 100,000 population 


Mental Health in India-An Overview, 2006 


4. Condition of mental hospitals in India: 


The mental health research in the country has 
shown a high “need” among communities for good 
mental health services, particularly those types of 
services, which will address psychosocial problems 
(psychotherapies, counseling, community mental 
health programs, peer support, home visitors, etc.) 
The condition of mental hospitals in India is 
described in the NHRC report, 1999§°. 


Studies have shown that 


1. There are fewer beds for women than for men 
in most mental hospitals. The overall hygiene 
and environment of the female wards are far 


inferior to that prevailing in the men’s wards. 


2. The female wards are often closed wards 
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whereas the men have better access to open 
spaces and open wards. 


3. Visitors are fewer for the female patients, and 


long stay patients are higher in the female 
section. 


4. Women’s emotional expression particularly 
dissent or anger is seen as a symptom and 
further treatment begun. Women are expected 
to conform to their stereotypes to be 
considered as a “good” patient. 


5. Women’s reproductive health needs are least 
attended to in the mental hospitals. Menstrual 
hygiene is not provided for. 


6. Self grooming, an important cultural and social 
expectation placed before women, is least 
attended to in these sites. Women’s heads are 
shaved, their clothing is inappropriate and 
undignified, other aspects of personal 
grooming (comb, oil, face powder, mirror, etc.) 
are not provided for. 


7. Rehabilitation for women is also another huge 
area where thought has to be processed and 
work planned in a more gender sensitive 
manner. 


8. More women than men with a severe mental 
disorder run the risk of desertion and 
homelessness, loss of custody of children, 
family, employment, etc. 


9. Medico-legal procedures for men and women 
are differential, needing to be reviewed. 


These are only examples of the inequality, 
discrimination and poor opportunity for women 
in the mental health sector. Other vulnerable 
groups (children, those with a different sexual 
orientation, the poor) have equally disempowering 
experiences within the mental health sector’. 


State policy in mental health: 


Mental health services have not kept pace with 
the demand or improved as much as the rest of 
the Health Services. The National Mental Health 
Program has not been revisited, since 1982. The 
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NMHP emphasised community level interventions 
through District mental health programs. It 
resonated with the Alma Ata vision of mental 
health care for all. In 1996, a blue print for the 
District Mental Health Program was laid out for 
India, giving the following guidelines: 


1. To provide sustainable basic mental health 
services to the community and to integrate 
these services with other health services 


2. Early detection and treatment of patients 
within the community itself 


3. To see that patients and their relatives do not 
have to travel long distances to go to hospitals 
or to nursing homes in cities 


4. Toreduce the stigma attached to mental illness 
through change of attitude and public 
education 


5. To treat and rehabilitate mental patients 
discharged from the mental hospital within the 
community 


6. The state will set in motion the process of 
finding suitable personnel for manning the 
DMH team. They can take in service 
candidates who are willing to serve in the pilot 
projects and provide them the necessary 
training in the identified institution 


7. Catchment Area will be the patients from the 
district itself and adjoining areas 


8. DMH team will be expected to provide 
services to the needy mentally ill persons and 
their families as follows 


Most parts of India are largely underserved to 
address the needs of persons with a mental illness 
at the community level. India does not have a 


mental health policy. 


The models developed in the state of Karnataka, 
by NIMHANS, were proposed to be replicated 
everywhere. In Maharashtra, there are 6 DMHP 
programs running, of which the one in Raigad 
district is the oldest. These programs have not been 


evaluated. The quality of services in these programs 


oor, being limited to drug dispensing at 
ons 


is very p | 
the community level. Psychosocial intervent 


are absent in all of the DMHPs dotting the country, 
and also in Maharashtra. It is quite clear that the 
mental health services are not matching up the 


service reality®. 
Mental illness and Disability : 


The Persons with Disabilities Act, 1995, includes 
“disability caused by psychiatric problems”. It is 
the last category of disability listed in the Act. States 
like TN and Karnataka are bringing about reforms 
in the mental health sector. The Maharashtra state 
government gives very low priority to this 
disability. There is no state initiative or program 
for persons with a mental illness. Officers in the 
commissionerate are not even aware that 
psychiatric disability is represented in the Act. 
There is no representation from this disability group 
in the state level committee. Very few people with 
a psychosocial disability in the state have received 
a disability certificate due to lack of awareness and 
tiring administrative procedure. Complaints filed 
in the disability department take many months, if 
not years, to be addressed. There are also inherent 
limitations of the Act, such as the exclusion of 
persons with psychosocial disability from job 
reservations. In a progressive move, a recent 
Bombay High Court judgment reinstated a 
mentally ill nurse who was forced to resign by the 
hospital management®. 


Mental Health Act, 1987: 


The mental health sector is driven by the mental 
health law (MHA, 1987). MHA has been criticized 
for its many problems. It talks only about the 
procedure for admission. Three out of four types 
of admissions in the Act are involuntary 
commitments. The process of applying this Act is 
humiliating for the patients. Often unlawful 
deprivation of liberty happens. There are 
limitations on voluntary discharge. A cardiac 
patient may be discharged on his own reason and 
will, but a psychiatric patient will not be so 
discharged under our present statute concerning 
the custodialisation of the mentally ill (section 40 


ee of The Mental Health Act, 


not say anything about the rights of users within 
institutions. The NMHP. is community based, 
whereas the law is completely custodial. There !s 
no relationship between the two. The Act does 
not talk about rehabilitation at all, or how persons 
in hospitals can be mainstreamed in society and 
live lives of dignity. Therefore, it remains organ 


oriented in its approach’. 


Kumar (2001)8, in his paper reports on The 
National Human Rights Commission (NHRC), 
which in 1999 made a resounding condemnation 
of the state of MH in the country. Following an 
empirical study on the status of MH in India, the 
commission documented serious human rights 
abuses in many mental institutions across the 
country. The MH Acct itself is quite ‘narrow in its 
definition of human rights and its chapter dealing 
with it contains only one section on research on 
persons with mental disorders, showing little 
understanding of the need to protect the rights of 
persons with mental disorders when treatment is 
administered without their consent. Furthermore, 
the situation of women and prisoners with MI is 
even serious with illegal detention and poor 
standards of safety and hygiene and unlawful 
detention orders"’. 


Media: 


The media characterises people with psychosocial 
disability as criminal, bad and violent. They 
become the subject for humour and ridicule. They 
are shown as sexually abnormal, helpless, weak 
and incapable of participating fully in community 
life. They are shown as a subject for sympathy, 
pathos or pity. They are shown as a burden on the 
society. A popular newspaper in Maharashtra 
literally witch hunted a patient and her family, 
when she attacked the editor of the said paper. 
Her photograph was put up in every article 
concerning the event and her mental health status 
was open to wide public scrutiny and display. The 


criminal case filed against her is still alive in a local 
court. 


Mentally ill people are rarely shown as productive 
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members of the community, as students, teachers, 
workers or as parents. Nor are they ever shown as 
normal people, with their usual joys and sorrows, 
who may sometimes have periods of distress. Their 
potential, capacity and creativity are not shown. 
Their lives are depicted as one of total and abject 
misery and lack of capacity®. 


The nameless people: 


Most custodial institutions in India (beggars’ home, 

jails, state homes for women, remand homes, etc.) 
have a large proportion of people who are 
psychologically disabled. These institutions are 
literally parallel “mental hospitals”. These people 
are living in highly degraded conditions without 
any basic facility or mental health care provision. 
There is also a huge population of the homeless 
wandering mentally ill. There is no service facility 
in all of India to serve this population. Mental 
hospitals, following human rights PIL in the late 
‘80s, have started placing severe restrictions on 
taking care of this population. The human rights 
violations of these groups are enormous®. 


Burden to the family and society: 


The mental problem is an invisible problem and 
so people cannot feel it or visualize the impact of 
the problem. Neither can they understand the 
impact it can create on the individual who is 
affected and his family members. The society is 
apprehending them as a burden and not putting 
efforts to utilize their potentialities or putting 
adequate efforts to change them again in to a 
productive member of the society. 


They often remain a burden to the society. Some 
live their whole lives within the four walls of their 
dark room, remaining secluded and accepting a 
sedentary lifestyle where they spend the day and 
night without doing any effective work. They live 
their life on the mercy of other family members. 


It is really difficult for the family members too, to 
make arrangement for a non-productive family 
member’s food, clothing, shelter and ever 
increasing cost of pharmacy-therapy. So these 
people, who are suffering through no fault of t heir 
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own, are sent to homes or government hospitals, 
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which are even worse than jails. Little attention is 
paid to their human rights, their feelings or their 
emotions —although a large part of their problem 
centres on feelings and emotions. Some start 
believing that they are not members of this world 
anymore — they are here by mistake or by chance 
not by choice. For some the agony is unbearable 
and they comit suicide. — some dare not as they 
are too weak physically and mentally to take a 
bold step like that. 


Scope and limitations of the Indian state vis-a 
vis right to health: 


The Constitution of India and the laws do not 
accord health and healthcare as rights to the 
population in general. While civil and political 
rights are enshrined as fundamental rights that are 
justifiable, social and economic rights like health, 
education, livelihoods etc. exist as Directive 
Principles for the State and are hence not justifiable. 
International protection of human rights is only 
effective when they are made viable by national 
protection. National laws offer variable degrees 
of protection against human rights violation and 
enables national bodies to hear cases of denial and 
enforce the norms. At present there is a problem 
of justifiability of the Right to health in Indian 
Constitution since the same is not protected by 
national legislation. Though India has ratified the 
Treaty on the Economic Social and Cultural Right 
which covers Right to Health (Article 12), that 
cannot be effectively used to advocate for right to 
health in India. The Courts or petitioners can 
merely derive inspiration from the treaties on the 
cases on denial/violation on right to health but may 
not be able to use it effectively to deliver justice. 
The international treaties have only an evocative 
significance unless protected by national 
legislation. Absence of national legislation on right 
to health in India is the main reason why it cannot 


be realized. 


Health and human rights advocacy in India needs 


to intensify the attempts towards transforming the 
critical principles of the Directive principles on 


health and work into independent rights through 
rigorous judicial activism, i.e., filing Public Interest 
Litigations, gathering testimonials for denial on 
right to health, etc. There needs to be a concerted 
move towards making a national legislation on 


right to health’. 


PROMOTING RIGHTS OF PERSONS WITH MENTAL 
DISABILITIES: 


People with mental disabilities have the same rights as 
everybody else. The international human rights 
framework, which creates legally binding obligations 
on governments to respect, protect and fulfill human 
rights, apply to all people including people with mental 
disabilities. 

in 2008 the UN Convention on the Rights of Persons 
with Disabilities (CRPD) came into force. The 
Convention sets out a wide range of rights including, 
among others, civil and political rights, the right to live 
in the community, participation and inclusion, 
education, health, employment and social protection. 
It’s coming into force marks a major milestone in efforts 
to promote, protect and ensure the full and equal 
enjoyment of all human rights of persons with 
disabilities. 


Concrete action needs to be taken at international and 
national level to prevent human rights violations and 
promote these rights In accordance with international 
human rights law, governments should: 


e IMPROVE access to good quality mental health 
care 


¢ RESPECT the rights of users of mental health 


services to confidentiality and access to 
information 


e INCLUDE service users in decision making 
processes 


¢ PROTECT against torture, cruel, inhuman and 
degrading treatment 


¢ PROVIDE a safe and hygienic environment 


¢ PROMOTE voluntary admission and treatment 
including free and informed consents 2 


WHO urges governments to: 


1. Develop and implement policies, plans, laws and 
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services that promote human rights: 


Countries should adopt appropriate mental health 


laws and services that promote the rights 


policies, 
ies and empower 


of people with mental disabilit . 
them to make choices about their lives, provide 


them with legal protections, and ensure their full 


integration and participation into the community. 


Improve access to good quality mental health 
treatment and care: 


Governments need to increase investment in 
mental health. In addition, the mental health 
workforce needs to be developed, ensuring that 
health and mental health professionals receive 
sufficient training on mental health at all levels of 


care. 


Large institutions, which are often associated with 
human rights violations, should be replaced by 
community care facilities, backed by general 
hospital psychiatric beds and home care support. 


Protect against inhuman and degrading 
treatment: 


e Human rights-oriented mental health policies 
and laws can be an effective way of preventing 
violations and discrimination and promoting 
the autonomy and liberty of people with 
mental disabilities and should be put in place. 


e Free and informed consent should form the 
basis of treatment and rehabilitation for most 
people with mental disabilities. People should 
be consulted and involved in decisions related 
to their treatment and care. 


e The improper use of seclusion and restraints 
should be outlawed. 


¢ People have the right to living conditions that 
respect and promotes their dignity. They have 
the right to adequate food, clothing, basic 
hygiene standards, safety and security, 
stimulation including recreational, 
educational, and vocational activities, to 


confidentiality, privacy, access to information, 
freedom of communication 


Patients should be informed of their rights 
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when interacting with mental health services 
and this information should be conveyed in 
such a way that they are able to understand it. 


e Legal mechanisms and monitoring bodies 
need to be in place to protect against inhuman 
and degrading treatment including 
inappropriate and arbitrary involuntary 
admission and treatment. People should also 
have recourse to complaints mechanisms in 
cases of human rights violations. 


Involve mental health service users and families: 


* Governments should encourage the 
empowerment of mental health service users 
and families by supporting the creation and/ 
or strengthening of groups representing their 
interest. 


e The perspectives of mental health service 
users, their families and others representing 
their interests is crucial to securing human 
rights. It is essential that they form an integral 
part of decision-making processes and 
activities and be directly involved in the design 
and implementation of mental health policies, 
plans, laws and services. 


Change attitudes and raise awareness: 


¢ The myths and misconceptions surrounding 
mental disability acts as a barrier to treatment. 
People with mental disabilities and their 
families fail to seek the care and support that 
they require for fear of being stigmatized. 


© Stigma associated with mental disability also 
results in discrimination and human rights 
violations. All over the world people with 
mental disabilities face discrimination in the 
areas of employment, health, education, 
housing, education. Many are denied basic 
human rights such as the right to vote, to marry 
and have children. 

Much of the stigma surrounding mental illness 


could be prevented by changing attitudes and 
making the public aware that mental disorders are 


treatable. 


Combating stigma and discrimination is not the 
sole responsibility of the Ministries of Health and 
requires a multi-sectoral approach, involving 
education, labour, welfare and justice sectors 
among others. 


Ministries of Health as well as mental health 
service user representatives or organizations, 
family groups, health professionals, NGOs, 
academic institutions, professional organizations 
and other stakeholders should unify their efforts 
in educating and changing public attitudes towards 
mental illness and advocating for the human rights 
of people with mental disabilities’. 


Create mechanisms to monitor human rights 
conditions 


Many people with mental disabilities are assumed 

to have no capacity to make decisions for 
themselves and are therefore being detained and 
treated in psychiatric institutions unjustifiably and 
against their will, where they are being treated 
appallingly and inhumanely?. 


Train key stakeholders on the rights of people 
with mental disabilities 


All people and professionals who have an impact 
on the lives of people with mental disabilities 
should receive training on human rights issues. 
Training needs to be provided to: 


¢ People with mental disabilities themselves as 
well as their families - so that they can claim 
their rights; 


¢ Health and mental health professionals - so 
that they understand the rights of their patients 
and apply these in practice; 


¢ The police force who are in daily contact with 
people with mental disabilities; 


e Lawyers, magistrates and judges who make 
important decisions concerning the lives of 
people with mental disabilities?. 


Strategies for nurses in promoting rights of persons 
with mental disabilities 


Nurses have a vital role in the promotion of mental 


health, prevention of mental illness and improving 
access to care and services. TO combat the stigma 
and fear of ‘madness’ and to promote a culture of 
care and compassion for people with mental 
illness, activities can include the following: 


Promote mental health and prevent illness by 
collaborating with other professions and sectors 


through: 


Public education on risk factors 


Advocacy groups that support access to food, 
shelter, education and other resources Positive 


parenting programmes 

Life skills education 
Child-friendly schools 

Early detection 

Referrals and treatment services 


Early intervention for children with 
psychological problems 


Improve access to mental health care services: 


Support a network of community-based ser- 
vices 


Increase outreach and informal support groups 


Get involved in national mental health poli- 
cies and plans 


Focus on vulnerable populations 


Integrate mental health into primary health 
Care services 


Lobby for allocation of resources for mental 
health promotion 


Improve quality of mental health services 
Lobby for a 24-hour crisis intervention service 


De-institutionalise mental health services 


Stop exclusion and Dare to care: 


Talk openly about mental illness in the com- 
munity 


Educate the public about risk factors of men- 
tal illness and ways to reduce them 


Protect human rights and ensure 


legislation 


Promote community p 


to improve care and reduce stigma 


Publicise mental health issues through events 


such as the World Mental Health Day, Octo- 


ber 10 each year 


articipation in mental 


health services planning, operation and evaluation: 


Lobby for citizen and consumer group involve- 
ment 
Sensitise the community that mental health is 


the concern of the entire community Support 
self-help programmes such as volunteer ser- 


vices 
Train health care providers to be partners and 
facilitators of care 


Encourage networking and mutual aid groups 


Hold briefing meetings and information ex- 
changes with health providers and other sec- 
tors 


Influence policy makers and the public about the 


importance of: 


Mental health and the environmental and so- 
cial risk factors 


Increasing financial and human resources for 
mental health promotion, prevention and care 


Creating healthy environments and caring so- 
cieties that reduce stress and enhance well- 
being | 


Address educational needs of health personnel 
in mental health issues: 


Use culturally sensitive curriculum models 


Lobby for nurses and others as mental health 
managers, researchers, educators and role 
models in clinical settings 


Provide continuing education for health care 
providers 


Undertake research to determine effects of 
nursing interventions and health outcomes 


Develop guidelines and other training mate- 
rials?. 


»: 


Conclusion: 


Simply put, the sad story of mental health is as fol- 
lows: The problem is huge, although solutions are avail- 
able at very little cost. The barriers to the implementa- 
tion of these solutions are also high. We need more 
awareness among politicians and policymakers that 
investing in mental health is better than non-treatment. 
Non-treatment is much costlier than treatment because 
the consequences of non-treatment are huge’. 


References: 
1. “WHO RESOURCE BOOK ON MENTAL 


HEALTH, HUMAN RIGHTS AND LEGISLATION 
-Stop exclusion, dare to care” WHO 2005, Geneva, 


pp4.184-190. 
2. http:/Awww.who.int/mental health/en/ 


3. Mental health: Strengthening mental health pro- 
motion. 2001. 


4. Chandrima chatterjee gunjan sheoran “vulnerable 
groups in India” Centre for Enquiry into Health 


SS TEE tie 


sets saseogen x 


een coamas 


LORE LMP MEMMOL LOU OTM 


and Allied Themes, May 2007,Mumbai, pp3 


5. Soumitra Pathare “Beyond ECT: priorities in men- 
tal health care in India”Indian journal of medical 
ethics, issues med ethics, jan-march :11(1). 


6. info@camhindia.org 
7. http://who.int/ 


8. MEDICINE Of mental health, science and human 
rights India’s National Magazine Volume 21 - Is- 
sue 05, February 28 - March 12, 2004 
9. icn@icn.ch 


10. Express Healthcare Management, 1-15 August, 
2003, Vol.4, No.14, Pgs.17 


11. Kumar S. (2001). Indian mental-health care re- 
viewed after death of asylum patients. The Lancet 
[online]. Vol. 358, Issue 9281, Page 569. Avail- 


able at http://www.thelancet.com/journals/lancet/ 
article/PIISO140- 6736(01)05758-0/ 


fulltext#article upsell [accessed 20.01.2009] 


Ethical Issues in Mental Health Services 


a... na cna 
Dr. Vijaya Kumardhas | 
Dean, RAK College of Nursing, 
RAKMHSU, UAE 


Introduction: 

Several ethical issues are faced everyday, while caring 
the psychiatric and vulnerable patients by mental health 
professionals in the mental health services. 


Ethics is a branch of philosophy that deals with values 
of human conduct related to the rightness or wrong- 
ness of actions and to the goodness and badness of 
motives and ends of such actions. Ethical theories are 
sets of principles used to decide what is morally right 
or wrong. Utilitarianism is a theory that bases deci- 
sions on the greatest good for the greatest number. 
Decisions based on utilitarianism consider which ac- 
tion would produce the greatest benefit for the most 
people. Deontology is a theory that says decision 
should be based on whether or not an action is mor- 
ally right with no regard for the result or consequences. 
Principles used as guide for decision-making in deon- 
tology include autonomy, beneficence, non malefi- 
cence, justice, veracity, and fidelity. 


Autonomy refers to the person's right to self-determi- 
nate and independence. 


Beneficence refers to one's duty to benefit or to pro- 
mote good for others. 


Nonmaleficence is the requirement to do no harm to 
others either intentionally or unintentionally. 

Justice: Refers to fairness that is treating all people fairly 
and equally without regard for social or economic 


statue, race, sex, marital status, religion, ethnicity or 
cultural beliefs. 


Veracity: Is the duty to be honest or truthful. 


Fidelity: Refers to the obligation to honor commitments 
and contracts. 


All the ethical principles have meaning in health care 
The psychiatric nurse respects the clients’ autonomy 


through patient's rights, informed consent and encour- 
aging the client to make choices about his or her 
healthcare. The nurse has a duty to take actions that 
promote the clients health (beneficence) and that do 
not harm the client (Nonmaleficence). The nurse must 
treat all clients fairly (justice), be truthful and honest 
(veracity) and honor all duties and commitments to 
clients and families (fidelity). Psychiatric nurses often 
encounter complex ethical situation in caring for pa- 
tients and families suffering from mental illness. 
Ethical Dilemmas in Mental Health 

An ethical dilemma is a situation in which ethical prin- 
ciples conflict or when there is no one clear course of 


action ina given situation. For example the client who 
refuses medication or treatment is allowed to do so 


based on the principle of autonomy. If the client pre- 


sents an imminent threat of danger to self or others, 
however, the principle of nonmaleficence (do no harm) 
is at risk. To protect the client or others from harm, the 
client may be involuntarily committed to a hospital, 
even though some may argue that this action violates 
his or her right to autonomy. In this example, the utili- 
tarian theory of doing the greatest good for the great- 
est number (involuntary commitment) overrides the 
individual client's autonomy (right to refuse treatment). 
Ethical dilemmas are often complicated and charged 
with emotion, making it difficult to arrive at fair or 
"right" decisions. 

Many dilemmas in mental-health involve the client's 
right to self-determination and independence (au- 


tonomy) and concern for "public good" (utilitarianism), 
Examples include the following: 


* Once a client is stabilized on psychotropic medi- 


cation, should the client be forced to remain on 
medication through the use of enforced depot in- 
jections or through outpatient commitment? 
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Are clients who are psychotic necessarily incom- 
petent, or do they still have the right to refuse hos- 
pitalization and medication? 


Can consumers of mental health care truly be em- 
powered if health care professionals “step in" to 
make decisions for then "for their own good"? 


Shauld physicians break confidentiality to clients 
who drive cars at high speeds and recklessly? 


Should client who is loud and intrusive to other 


clients on hospital unit be scheduled from the oth- 
ers? 


A health care worker has an established relation- 
ship with a person who later becomes a client in 
the agency where the health care worker practices. 
Can the health care worker continue the relation- 
ship with the person who is now a client? 


To protect the public, can client with a history of 
violence toward others be detained after their symp- 
toms are stable? 


When a therapeutic relationship has ended, cana 
health care professional ever have a social or inti- 
mate relationship with someone he or she met as a 
client? 


Is it possible to maintain strict professional bound- 
aries (i.e., NO previous, Current, or future personal 
relationships with clients) in small communities and 
rural areas where all people in the community know 
one another? The nurse will confront some of these 
dilemmas directly, and he or she will have to make 
decisions about a course of action. For example, 
the nurse may observe behavior between another 
health care worker and client that seems flirtatious 
or inappropriate. Another dilemma might represent 
policies or common practice of the agency where 
the nurse is employed; the nurse may have to de- 
cide whether he or she can support those practices 
or seek a position elsewhere. An example would 
be an agency that takes clients with a history of 
medication noncompliance only if they are sched- 
uled for depot injections or remain on an outpa- 
tient commitment status. Yet other dilemmas are 
in the larger social arena; the nurse's decision is 
whether to support current practice or to advocate 
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mitting people to detain after treatment is completed 
when there is a potential of future risk for violence. 
Ethical Decision Making 


Ethical decision making involves trying to distinguish 
right from wrong in situations without clear guidelines, 
A decision-making model can help identify factors and 
principles that affect a decision. A model for critical 
ethical analysis that describes steps or factors that the 


nurse should consider in resolving an ethical dilemma 
is shown in figure 1. 


1. The first step is gathering background information 
to obtain a clear picture of the problem. This in- 
cludes finding available information to clarify the 
underlying issues. 


2. The next step is identifying the ethical components 
or the nature of dilemma, such as freedom versus 
coercion or treating versus accepting the right to 
refuse treatment. 


3. The third step is the clarification of the rights and 
responsibilities of all ethical agents, or those in- 
volved in the decision making. This can include the 
patient, the nurse, and possibly many others, includ- 
ing the patients' family, physician, health care insti- 
tution, clergy, social worker, and perhaps even the 
courts. Those involved may not agree on how to 
handle the situation, but their rights and duties can 
be clarified. 


4. All possible options must then be explored in light 


of everyone's responsibilities, as well as the pur- 
pose and potential result of each option. This step 
eliminates alternatives that violate rights or seem 
harmful. 


5. The nurse that engages in the application of prin- 


ciples, which stem from the nurse's philosophy of 
life and nursing, scientific knowledge, and ethical 
theory. Ethical theories suggest ways to structure 
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ethical dilemmas and judge potential solutions. Four 


possible approaches include the following: 


Figure 1 - Model for ethical decision making 


Action 

4. Utilitarianism, which focuses on the consequences 
of actions. It seeks the greatest amount of happi- 
ness or the least amount of harm for the greatest 
number, or "the greatest good for the greatest num- 
ber." 

b. Egoism is a position in which the individual seeks 
the solution that is best personally. The self is most 
important, and others are secondary. 

c. Formalism considers the nature of the act itself and 
the principles involved. It involves the universal 
application of a basic rule, such as" do unto others 
as you would have them do unto you." 


d. Fairness is based on the concept of justice, and 
benefit to the least advantaged in the society be- 
comes the norms for decision making. 


6. The final step is resolution into action. Within 
the context of social expectations and legal require- 
ments, the nurse decides on the goals and methods of 
implementation. 


Points to consider when confronting Ethical Dilemmas: 


¢ Talk to colleagues or seek professional supervi- 
sion. Usually, the nurse does not need to resolve 
an ethical dilemma alone. 


* Spend time thinking about ethical issues and de- 
termine what your values and beliefs are regard- 
ing situations before they occur. 


thical concerns with col- 
ent is condoning 


¢ Be willing to discuss e 
leagues or managers. Being sil 


the behavior. 


Conclusion: 

Ensuring patient's rights is often complicated by ethi- 
cal considerations. The most important factors in en- 
suring patients rights are the attitude, knowledge and 
commitment of the mental health professional. No easy 
solutions to these complex issues are known, but these 
‘ssues are still concern to nurses who are responsible 
for quality of care. It is clear that many challenges ex- 
‘st in this field. Hence evidence based practice is im- 
portant in the mental health services. 
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Introduction 


Since the beginning of society, mental health has taken 
the back seat. Not much importance is given to this 
field and much less with regards to the rights of these 
clients. The human rights of these people have been 
violated and these clients have been stigmatized since 
the origin of civilization. One of the reasons for this 
secondhand treatment may be due to the mental health 
clients decreased or absent contribution in the 
economic field. Although human rights in the mental 
health field have received some attention in the late 
20th century, the actual implementation is limited. 


Definition of human rights, 


Human Rights deal with balancing the rights of all 
human beings as individuals within the community. 
In the context of mentally ill persons, it includes their 
privileges and their remedial right of protection against 
infringement of their human and other statutory rights. 


According to Wasserstorm "one ought to be able to 
claims as entitlements (i.e. human rights) those minimal 
things without which it is impossible to develop ones 
capabilities and to live life as human beings" 


The United Nations has defined human rights to mean 
generally as "those rights, which are inherent in our 
nature and without which we can not live as human 
beings" 


Human Rights Act, (1993) Section 2(d) of the protection 
of human rights has defined the human rights to mean 
"the rights relating to life, liberty, equality and dignity 
of the individual guaranteed under the Constitution or 
embodied in the international covenants and 
enforceable by the courts in India." 


Global Scenario 


To ensure that States play the guarantor role rather than 
the ee one in promoting the human rights of 
Peo ations came to ether i in 1948 to 
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issue a document known as the Universal Declaration 
of Human Rights. Since then there have been additions 
to this document in the form of international covenants, 
with different nations as signatories. The United 
Nations Resolution 46/119 outlining the Principles for 
the Protection of Persons with Mental Illness and the 
Improvement of Mental Health Care recognizes: 


¢ The right to informed consent 
¢ The right to protection from harm 


¢ Prohibition of arbitrary or unnecessary isolation or 
physical restraint 


¢ The right to live, work and receive treatment within 
the community 


* Recognition of the patient's cultural background for 
more comprehensive reintegration into society 


¢ Use of the least restrictive environment available 
to treat the patient 


¢ Treatment of the mentally ill patient towards 
maintaining and furthering independence and 
promoting participation in the community. 


Bali (2003)"The first human rights legal resolutions, 
such as the 1948 Universal Declaration of Human 
Rights, did not specifically address the rights of mental 
health consumers." 


Later resolutions, such as the Declaration on the Rights 
of Mentally Retarded Persons (1971) and the 
Declaration on the Rights of Disabled Persons (1975), 
began the process of establishing international 
minimum standards for the treatment of persons with 
mental disabilities. 


In the last decade, the field of human rights took a big 
step forward with the adoption of several new human 
rights resolutions, specifically addressing mental 
ie | 990; 
Organization adopted the Declaration of Caracas, 


disabilities. the Pan American Health 


NRA 


which called upon nations t ¢ acto 
protect the rights of people with mental disabilities. 


o take specific actions to 


The Declaration of Caracas stated that mental health 
systems relying exclusively on 

Psychiatric hospitals "isolate patients from their natural 
environment generating greater 

social disability" and called on states to "promote 
alternative service models that are 

community-based and integrated into social and health 
care networks." 


The WHO project on mental health and human rights 
aims at helping countries interested in promoting and 
adopting strategies to protect and promote the human 
rights of people with mental disorders. It has adopted 
the following strategies to do so: 


¢ Provision of WHO guidance material on mental 
health, human rights and legislation. 


* Has developed a checklist for countries in order to 
review and evaluate the comprehensiveness and 
adequacy of their existing law and help them 
formulate new ones if necessary 


*¢ The WHO (1996) has brought out 10 basic 
principles for the mental health care law. The 
principles are as follows: 


> Promotion of mental health and prevention of 
mental disorders. 


>» Access to basic mental health care 


> Mental health assessment in accordance with the 
internationally accepted principles. 


» Provision for the least restrictive type of mental 
health care. 


> Self determination 


> Right to be assisted in the exercise of self 
determination 


» Availability of review procedure. 
» Automatic periodical review mechanism. 
>» Qualified decision maker 


» Respect of the rule of law. 


Provides technical support with the following 
activities: 


> Analysis of human rights situation for people 


with mental disorders. 


Critical analysis of the existing mental health 
identification of key issues In the new 
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law and 
law. 


> Development of an action plan for developing 
and implementing the mental health law. 


Ongoing in depth technical support during the 
drafting and implementation of their law. 


> Evaluation of the mental health law reform. 


Indian Scenario 


A report prepared for the National Human Rights 
Commission (NHRC) in 1999 after an empirical study 
of mental hospitals in the country made a damning 
indictment of the state of mental health institutions. 
"The findings reveal that there are predominantly two 
types of hospitals," the report said. "The first type do 
not deserve to be called 'hospitals' or mental health 
centers. They are ‘dumping grounds' for families to 
abandon their mentally ill member, for either economic 
reasons or a lack of understanding and awareness of 
mental illness. The living conditions in many of these 
settings are deplorable and violate an individual's right 
to be treated humanely and live a life of dignity. Despite 
all advances in treatment, the mentally ill in these 
hospitals are forced to live a life of incarceration." 


"The second type of 'hospitals'," the NHRC report 
continues, "are those that provide basic living 
amenities. Their role is predominantly custodial and 
they provide adequate food and shelter. Medical 
treatment is used to keep patients manageable and very 
little effort is made to preserve or enhance their daily 
living skills. These hospitals are violating the rights of 
the mentally ill persons to appropriate treatment and 
rehabilitation and a right to Community and family life". 


There is accumulating evidence of the high levels of 
disability that is imposed by mental illness. Forty-three 
per cent of the disability in developed countries is, 
due to mental illness. Mental illness could be classified 
as a disability because like other forms of disability, it 
creates "difficulty in the performance and roles 
expected of the individual in his or her social and 
cultural milieu." Based on this definition, the inclusion 
of mental illness in the Persons with Disability Act of 
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1995 has created a milestone in the Government of 
India's policies and judgments in courts of law. 


Further classifications of disability (which includes 
mental disability) have evolved out of Indian Disability 
Evaluation Assessment Scale (IDEAS), a measurement 
tool for disability developed by the Indian Psychiatric 
Society and Dr. R. Thara of SCARF, accepted by the 
Government of India (Gazette of India, February 27, 
2002: Number 49, Notified by the Ministry of Social 
Justice and Empowerment). 


This measurement tool defines the following 
indicators for persons with disability: 


* Self Care: Personal Hygiene, Eating Habits, Personal 
Belongings, Living Space 


* Inter-personal Activities: Forming and Maintaining 
Social Relationships, Emotional Response, Physical 
Intimacy 


* Communication and Understanding: Spoken and 
Written Language, Ability to Converse, Use of 
Communication Skills and Devices 


* Work: Employment, House Work, Student 
Regularity and Competence. 


These are currently used as measuring devices for 
psychosocial disability, on the basis of which services 
for persons with such disability are expected to be 
designed. Welfare measures expected from state are 
also supposed to be planned on this basis - which has 
actually happened in some states of India. 


The National Human Rights Commission, India, 
defines the rights of persons with psychosocial 
disability as follows: 


¢ The same fundamental rights as their fellow citizens, 
including the right to a decent life, as normal and 
as full as possible 


¢ Legal safeguards against abuse and assistance to 
protect all rights 
* Appeal 


¢ Necessary treatment in the least restrictive setup 
and as far as possible, to be treated and cared for in 


the community 
¢ Rehabilitation 
¢ Personal Autonomy 
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* Economic and Social Security 


Employment 


¢ 


Protection against exploitation and discriminatory, 
abusive or degrading treatment. 


According to Lakhawat (2000) the human rights of 


mentally ill persons can be discussed under the 
following heads: 


1. Right to Health and the Constitution of India 
This includes the following: 
Right to receive equality mental health care and 


Right to humane living conditions in the mental 
hospitals. 


The right to life in Article 21 of the Constitution 
means something more than survival of animal 
existence. 


right to live with human dignity, 


od 


right to health, 

¢ right to potable water, 

¢ right to pollution free environment and 
¢ Right to education. 


In the context of mentally ill person, apart from 
above narrated rights it also includes 


. 


right to live, 
¢ right to work as far as possible in the community, 


¢ right to privacy 


Sd 


Right to lead a normal family life. 


The seriously mentally ill are a very special group 
with disabilities. The concerns with this group are 
two folds 

¢ providing the privileges to live in society along with 
other citizens 


¢ Ensuring their right to protection from exploitation. 


2. Right to Health as a Basic Human Right and 
International Covenant: 


This includes the following: 


¢ Every person with a mental illness should have the 
right to exercise all civil, political, social and cultural 
rights. 


The elimination of all forms of discrimination 


0 


¢ Providing access to free medical services to mentally 


ill patients 


The other international covenants include the 
Declaration on the Rights of Mentally Retarded Persons 
(1971) and the Declaration on the Rights of Disabled 


Persons (1975), 
Human Rights and Mental Health Act, 1987 


Chapter VIII of this Act contains the provision of 
protection of human rights of mentally ill persons. 
Section 81 provides that- 


1. No mentally ill persons shall be subjected during 
treatment to any indignity whether physical or 
mental or cruelty. 


2. No mentally ill person under treatment hall be used 
for the purpose or research unless (i) such research 
is of direct benefit to him for the purpose of diagnosis 
or treatment, or (ii) such person being a voluntary 
patient has given his consent in writing or where 
such person is incompetent by reason of minority 
or otherwise to give valid consent, on his behalf, 
has given his consent in writing, for such research. 


3. Subject to any rules made in this behalf under 
Section 94 for the purpose of preventing vexatious 
or defamatory. Communication or Communications 
pre-judicial to the treatment of mentally ill persons, 
no letter or other communications sent by or toa 
mentally ill person under treatment shall be 
intercepted, detained or destroyed. The doctrine of 
informed consent is partially recognized under the 
Mental Health Act 1987, when a patient voluntarily 
admits himself in the hospital or accepts treatment 
without any admission. 


Pathare (2003) The Supreme Court received a petition 
made by the voluntary organization Saarthak. The 
organization has made some request on the treatment 


of persons with mental disorders in India. The petition 
included the following 


* to issue directives banning direct (unmodified) ECT 


and establishing a process for sanctioning modified 
ECT without informed consent: 


to strike down, as unconstitutional, section 81 (2) 
of the Mental Health Act, 1987 (MHA, 1987) which 
permits research on persons with mental disorders: 


* to direct states to comply with section 4 of the Act 


1g up 
authorities to regulate mental health care; 

¢ to regulate the use of physical restraints an 
their use to extreme Cases, 

per sanitary facilities to 


d limit 


¢ to guarantee pro 
institutionalized persons; 


¢ to ensure that institutions provide facilities for 
rehabilitation; 

¢ to set up a mechanism to protect the rights of 
institutionalized people; 


* to ensure that essential drugs are made available at 
all institutions, 


* and to set up a scheme for legal assistance for 
patients in exercising their right of discharge 


The above mentioned points are the areas that we in 
India need to ensure regarding human rights of our 
clients in the mental health field. 


Another aspect that we need to focus is the right of 
every individual to accessible and affordable health 
care services at their doorstep. This is a major issue in 
India. There is a lack of access to high quality care for 
a majority of the population. 


Pathare (2003) "Treatment, when available, is based 
on a purely medical model focusing on the provision 
of drugs and ECT. There is a dearth of psycho-social 
therapies, counseling and psycho-therapy services and 
rehabilitation facilities." 


There is also a severe lack of trained personnel in the 
mental health field to meet the mental health needs of 
our country. This does not seem to change much in 
the future as the numbers of training facilities are also 
scarce. 


Another aspect is the budget planning for mental health. 
While mental disorders account for nearly 15 per cent 
of health-related disability but in most countries, 
including India, the country devotes less than 1 per 
cent of the total health budget to mental health services. 


The Indian legislation, according to Pathare (2003) must 
deal with integration of the mentally ill into the 
community, access to high quality care, and protecting 
tne rights of persons with mental disorders, including 
in areas such as employment, education and housing. 


Some Organizations undertaking to fight for the rights 
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of mentally ill 


1. Anjali 
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Conclusion 


Anjali is a NGO started in West Bengal with the 


In conclusion we may say we have come a long way 
following activities; 


in our understanding of the human rights of mentally 
ill individuals, but there still is a lot to be accomplished. 
So with the poet Wordsworth say "I have promises to 
keep and miles to go before | sleep" 


* Provision of institutionalized patients with a 
comprehensive package of healthcare services and 
therapies that supplements those available to them 


in the government mental hospitals. Bibliography 
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Declaration of human rights 


and mental health 
re ME 


This declaration marking the 40th anniversary of the 
world federation for mental health founded on the 21st 
of August 1948 and of the united nations universal 
declaration of human rights proclaimed on the 10th of 
December 1948, was first adopted on 17 January 1989 
as the declaration of Luxor; Human Rights for the men- 
tally ill during the federation's 40th anniversary Ccon- 
gress at Luxor, Egypt. The present revision recognizes 
the federation's concern not only with people defined 
as mentally ill, but also with those vulnerable to or at 
risk of mental and emotional illness or distress. It rec- 
ognizes that human rights transcend political, social, 
cultural and economic boundaries and apply to the 
human family as a whole. It was adopted by the 
federation's board of directors on 26th of august 1989 
on the occation of the federations biennial world con- 
gress for mental health convened in that year at 
Auckland, Newzealand. 


Declaration of human rights and mental health: 


Whereas the 1948 founding document of the 
world federation for mental health entitled "Mental 
health and world citizenship" regards mental health 
as involving "An informed, reflective, responsible al- 
legiance to mankind as a whole," built "on free con- 


sent" and "respect for individual and cultural differ- 
ences," 


The persons publicly labeled or professionally 
diagnosed, treated or confined as mentally ill, or suf- 
fering from emotional distress, share, in the words of 
the 1948 united nations universal declaration of Hu- 
man Rights, "the inherent dignity" and "the equal and 
inalienable rights of all members of the human fam- 
ily" and in the words of the 1948 founding document 
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of capital WFMH, the "Common Humanity of persons 


everywhere". 

The World Health Organization defines health 
as "a state of complete physical, mental, social, and 
moral well being and not merely the absence of dis- 
ease or infirmity". The diagnosis of mental illness by a 
mental health practitioner shall be in accordance with 
accepted medical, psychological, scientific, and ethi- 
cal standards, and difficulty in adopting to moral, so- 
cial, political or other values in itself shall not be con- 
sidered a mental illness; and, whereas, persons have, 
nonetheless, been at times and continue to be inap- 
propriately labeled, diagnosed, treated or confined as 
mentally ill. The Condition of severe mental illness 
not only impasse an individual's capacity for work, 
love and play, but impasse, as well, the life of his or 
family and community and places a continueing bur- 
den care upon society. 


WFMH has endorsed the principal of user or 
consumer involvement in the planning, management 
and operation of mental health services. Whereas 
WFMH also affirms the fundamental rights and free- 
doms set out in the 1948 united nations universal dec- 
laration of human right and its subsequent human right 
instruments.Whereas WFMH recognize that while 
implementing these principles requires note of the 
cultural, economy, historic, social, spiritual and other 
circumstances of particular societies, minimum basic 
standards of human rights, transcending the limits of 
political and cultural groupings, shall be observed at 
all times. Therefore, the board of directors of the World 


"FEDERATION FOR MENTAL HEALTH" proclaims 
this. 
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The use of seclusion in psychiatry: A Comparison between nurse and patient perceptions 


Psychiatric and Mental Health Nursing dept, Faculty 
of Nursing, University of Alexandria, UAE 


Seclusion, as a mental health nursing intervention, is 
a measure resorted to investigate psychiatric setting. 
The Literature suggests that the manner in which it js 
practiced is instrumental in determining how it is per- 
ceived. There is also evidence that seclusion stands in 
stark contrast to notions of empowerment and advo- 
cacy. Despite the common use of Seclusion as an in- 
tervention, Mental Health Act 1992 suggested that 
many patients feel that seclusion doesn't have calm- 
ing effect and is far from a therapeutic experience. Their 
findings highlight the discord between the generally 
positive perceptions of staff and the negative reactions 
of patients. Therefore, this study aimed to explore the 
perceptions of both nursing staff and patients in rela- 
tion to seclusion. The data is collected from staff from 
50 staff nurses and 24 psychiatric patients at EL-Mahjar 
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hospital in Jeddah. The instrument used to collect data 
from patients and nurses was the attitudes to seclusion 
survey (Heyman, 1987). The results revealed that there 
were differences in the views of the benefits of seclu- 
sion to the patient compared to nurses and patients 
perceptions of the reasons for seclusion were evidently 
different from nurses. Patients believed that seclusion 
is not a therapeutic experience. 


Thus, it is recommended that system imposed by or- 
ganization and health professionals' mainly psychiat- 
ric nurses should be included, information on seclu- 
sion as the last necessary means, incorporation of hu- 
man rights in the care of people with mental disorders 
in relation to seclusion, develop communication skills, 
and learn variety of active listening and effective ver- 
bal techniques. This will clear up patients’ misunder- 
standings and respond to valid complains. 
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Teaching ethical principles through reflective practice 
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Abstract: (Theme- Education) 


Preparing nursing students for an efficient and safe 
practice has become a challenge in the field of nurs- 
ing education in this present age of consumerism. 
Nurse educators need to explore innovative ways to 
teach in a cost effective and high quality manner which 
stimulates critical thinking abilities of students as well. 
Reflective learning is such a strategy where the stu- 
dents are encouraged to use the process of internally 
examining and exploring an issue of concern triggered 
by an experience. The paper outlines the process of 
reflection, types, models, its advantages and disadvan- 
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tages. This article details the use of reflective practice 
as a teaching /learning strategy in the psychiatric men- 
tal health nursing course for baccalaureate nursing stu- 
dents at college of nursing ,Sultan Qaboos University., 
with a special focus on its application in teaching ethi- 
cal principles like confidentiality, privacy, 
nonmaleficence, justice, beneficence etc. in the prac- 
tice of mental health care. Based on selected clinical 
experience, the students submitted their reflections in 
a prescribed format in the reflective journal which was 
analyzed and discussed with the students. The students 


feedback on their experience in the use of reflective 
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learning also will be highlighted. 


Protection, Promotion and 
Individual suffering from Mental Dt 
Mental Health Nursing Practice 


In the early part of 20th Century, there was a growing 
concern in the public about the conditions of mental 
hospitals, a desire to improve hospital conditions, and 
a need to open many new hospitals. Due to this 
awareness and the demand, the Government 
contemplates to have a central supervision of mental 
hospitals in 1906. In due course, this was brought out 
in the form of Indian Lunacy Act in 1912. However, 
this legislation had a marked racial bias. Separate 
hospitals were established for European and Indian 
Patients and different provisions were made for them 
in the law. In 1920, the names of all lunatic asylums, 
were changed to mental hospitals and the control of 
mental hospitals was shifted from prison authorities to 
civil surgeons. 


After 40 years of Independence, the Mental Health Bill, 
1987 was passed by Rajya Sabha on 26th November, 
1986 and Lok Sabha on 19th March, 1987. The 
amendments made by the Lok Sabha were agreed to 
by the Rajya Sabha on 22nd April, 1987. After it was 
amended to on 22nd May, 1987, it became Act No. 
14 of 1987. Although the Act is ready for 
implementation, only some states in the country agreed 


to the change and implemented the Mental Health Act 
of 1987. 


Indian Lunacy Act of 1912 was revised and the new 
Act was enacted as the Mental Health Act in 1987. 
This Act, unlike the Indian Lunacy Act of 19ST 2, 
recognizes the crucial role of treatment and care of 
mentally ill persons. In addition, it also incorporates 
the newer knowledge and recent concepts in the fieid 
of mental health. The basic objective of the Mental 
Health Act (1987) is not only to discard the outdated 
concepts of custodial care segregation of mental 
patients from the community, but also to incorporate 
better provisions relating to treatment and care. For 
the first time, it brings out judicial safeguard for patients' 
rights. To prevent any indignity or cruelty to the 
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mentally ill, it introduces humanitarian considerations. 


Nursing has one of its important roles in the health 
care system is to act as an advocate for the patient. 
The advocacy role is nowhere more important than 
in the psychiatric care system as an assessor of , and 
spokesman for, the protection of patients rights. To 
protect patient rights, the nurses should be made aware 
of patient's rights, ensures that ward procedure and 
policy does not violate patient's rights, review 
periodically the rights, issues of violations and 
mechanisms that provide rights accountability and 
specifically review the changes in voluntary, 
involuntary status, civil or criminal commitment 
proceedings and treatment consequences. 


It is important to know the current law that affects 
psychiatric nursing practice, if psychiatric nurses know 
the law, use it effectively and help change it as 
necessary, the psychiatric patient can receive respectful 
care and the nurse will be recognized as a 
knowledgeable professional. It is the responsibility of 
the nurses to ensure that their actions promote the 
welfare of patients. Psychiatric patients are often the 
least capable of protecting their own rights. Psychiatric 
problems may cause patients to lack social skills or 
may Cause an inability to make a point clearly 
understood because of difficulties in concentration. As 


a result, the rights of psychiatric patients have been 
ignored. 


When a psychiatric patient enters a treatment setting 
he has to adhere to certain rules and regulations of 
the setup. He loses his freedom as patient to schedule 
his activities of daily living, freedom to manage his 
financial and legal affairs and make many important 
decisions. Because of the loss of these important 
freedoms, the authorities of health care system guard 


and value those rights that the psychiatric patient 
retains. 
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Some of the rights of the psychiatric patients are : 
1. Right to communicate with people outside the 


hospital through correspondence, telephone, and 
personal visits. 
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discrimination as to race, colour, creed, sex, 
nationality, origin, source of payment or ethical 
or political beliefs. 


* Right to information about their diagnosis, 

2. Rights to keep clothing and personal effects with ' prognosis and treatment, including alternatives to 
them in the hospital care and risks involved. 

3. Right to religious freedom. * Right to information about the qualifications, 
4. Right to be employed if possible names and titles of personnel responsible for 
5. Right to manage and disposal of property _ proving their health care. 
6. Right to execute wills * Right to refuse observation by those not directly 
7. Right to enter into contractual relationships involve in their care. 
8. Right to make purchases. * — Right to coordination and continuity of health care. 
9. Right to education * Right to information on the changes for services, 
10. Right to habeas corpus including the right to challenge these. 
11. Right to independent psychiatric examination * Above all, the right to be fully informed as to all 
12. Right to civil service status 


| their rights in all health care settings. 
Right to retain licenses, privileges or permits 


established by law, such as drivers or professional 
license. 

Right to sue or be sued 

Right to marry and divorce 

Right not to be subjected to unnecessary medical 
restraints. 

Right to periodic review of status 

Right to legal representation. 

Right to privacy 

Right to informed consent 

Right to treatment 

Right to treatment in least restrictive environment 


Following several public interest litigations in the 1980s 
about the plight of patients in the mental hospitals, the 
supreme court of India ordered a detailed enquiry into 
the conditions of mental hospitals. The National 
Human Rights Commission (NHRC) was entrusted by 
the supreme court with the responsibility of monitoring 
the status of these mental hospitals. Evidence of 
violation of the fundamental rights enshrined in the 
Article 21 of the mentally ill led the NHRC to examine 
the problems and recommended appropriate remedial 
measures. Based on the NHRC recommendations the 
civil and personal rights of the mentally ill individuals 
were identified and recommended to implement in 


23. Right to refuse electro convulsive therapy the Mental Hospitals in the management of psychiatric 
24. Right to mail and receive unopened patients. 

correspondence Relerence 
25. Right to see visitors every day; 


1. Michael Gelden. "Oxford Textbook of Psychiatry", 
Second edition, ELBS, Oxford University Press, 1989. 
The Gazette of India. 
(Legislative Department), New Delhi, 22nd May, 1987. 
Lalitha K, "Mental Health and Psychiatric Nursing - An 
Indian Perspective", V.M.G. Book House, Bangalore, 
First Edition, 2007. 

National Human Rights Commission (1999) Quality 


Discussing rights within treatment teams, including 
those rights in the nursing care plan, and ensuring that 9. 
methodologies for rights protection are nursing 
activities that fulfill the role as patient's advocate. One 3. 
important resource that nursing should request is 
ongoing legal advice and consultation in the area of 
patient's rights. Those are mostly prescribed and 4. 
governed by the health care agency in India. 
Nursing Role in patients rights : 

* Right to health care that ts accessible and that 
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meets professional standards, regardless of the 
setting. 

Right to courteous and individualized health care 
that is equitable, humane and given without 


(2000) Minimum Standards of Cure In Mental Hospitals: 


Recommendation and Report, Bangalore, NIMHANS, 
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Human Rights in 
Metal Health Nursing 


Introduction: 


Mental health is an important component of the overall 
health of any individual. This was long recognized in 
ancient India, where in addition to the medical 
dimension, philosophical, religious, moral and ethical 
dimensions shaped and provided the ground for normal 
mental health and contributed to an integrated healing 
and welfare system for mental illness. The Vedic times 
provided a broadly conceptualized model of mental 
health and illness, supported by an ethos of nurturance, 
support, caring and family responsibility in treatment 
and rehabilitation of these mental disorders. 


Mental health is now seen as a major global problem. 
In recent decades acknowledgement of the global cost 
of mental illness has prompted mental health reforms 
in many countries. As health-care professionals, nurses 
have a duty to protect the human rights of their patients. 
Not only is this enshrined within the NMC Code of 
Professional Conduct (2004) but the Human Rights Act 
1998, which came into force in October 2000, clearly 
identifies a range of issues that relate to nursing practice. 


Definition of Human Rights 


If human life is the finest and best in creation what 
exactly are human rights? 


The simplest way of defining human rights is that they 
are about balancing the inalienable rights of all of us 
as human beings within the community regardless of 
differences in birth, social origin, gender, physical 
differences, faith and belief, ideology, nationality and 
so on. There can be no disagreement with the 
universally acclaimed truth that human dignity is the 
quintessence of human rights. Every human being is 
entitled to be treated with dignity, decency, equality 
and freedom regardless of the fact that we are born 
differently, grow differently, are different in our mental 
make up, and thought processes and life-style. Negation 
of this would mean negation of human rights. 


A person with mental illness is entitled to treatment 
with the same dignity and decency as any other human 
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person merely on account of certain disabilities. His 
human rights flow from the fundamental right to life as 
in Article 21 of the 


Constitution which includes: 


1. Right to living accommodation, food, potable 
water, education, health, medical treatment, decent 
livelihood, income, a clean and congenial existence 


2. Right to privacy, speedy trial (if involved in any 
criminal offence), information and means of 
communication. 


The principles with respect to the treatment of persons 
with mental illness can be summarized as follows: 


1. The aim of psychiatry is to treat mental illness and 
promote health to the best of his or her 
(psychiatrist’s) ability, consistent with accepted 
scientific knowledge and ethical principles; 


2. Every psychiatrist should offer to the patient the 
best available therapy to his knowledge and if 
accepted must treat him or her with the solicitude 
and respect due to the dignity of all human beings; 


3. The psychiatrist aspires for a therapeutic 
relationship that is founded on mutual agreement. 
At its optimum it requires trust, confidentiality, 
cooperation and mutual responsibility; 


4. The psychiatrist should inform the patient of the 
nature of the condition, therapeutic procedure 


including possible alternatives and of the possible 
outcome; 


5. No procedure shall be performed nor treatment 
given against or independent of a patient’s own 
will, unless because of mental illness, the patient 
cannot form a judgment as to what is in his or 


Rights, principles and values- based practice 


Mental health nursing is fundamentally about caring 
about spending time with people, and alicia 
developing and sustaining therapeutic relationships 
with service users and their families and Careers. The 
r view d ised a statement that articulates a values 
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elements. It should act asa checkpoint for mental health 
nurses, those who are involved in their initial 
preparation and ongoing education, those who provide 
leadership and management, and the organizations that 
employ mental health nurses. 


The values base for mental health nursing. 


\ 3 


Relationships: Putting positive working 
relationships supported by good communication 
skills at the heart of practice. Maximizing time to 
build relationships and challenging systems that 
detracts from this. Recognizing when relationships 
are unhelpful and taking steps to address this. 


Rights: Based on principles in legislation, safeguards 
and codes of conduct. 


Respect: For diversity of values and placing the 
values of individual users at the centre of practice. 
Listening to what people say and not basing practice 
on assumptions about what people need. Seeing 
the whole person and not just his or her symptoms. 
Seeing the person as the ‘expert’ in his or her 
experience. For the contribution of families and 
careers. For the contribution of other professionals 
and agencies. For the social context of people’s 
lives. 


Recovery: Promoting recovery and inspiring hope 
- building on people’s strengths and aspirations. 
Increasing capacity and capability to maximize 
choice. 


Reaching out: To make best use of resources 
available in the wider community. To other 
agencies involved in mental health care. Being 
proactive about opportunities for change and 
mobilizing opportunities to work with others to 
bring about change. 


Responsibility: At corporate, individual and shared 
levels to translate the vision and values into practice 
by evolving current models for practice and 
challenging and shaping institutional systems and 
procedures to accommodate this. 


As soon as the conditions for compulsory treatment 
no longer apply, the psychiatrist should release the 
patient from the compulsory nature of the treatment 
and if further therapy is necessary should obtain 
voluntary consent; 


The value of positive mental health for every human 
being and the rights of all persons with mental 
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disorders and with disabilities as full citizens of 
their countries should be recognized; 


9. All recipients of mental health services, regardless 
of age, gender, ethnic group or disorder must be 
treated in the same manner as other citizens in need 
of health care and their basic human rights and 
freedoms should be respected; 


10. The World Medical Association and its member 
associations have always sought to advance the 
cause of human rights for all people and have 
frequently taken actions endeavoring to alleviate 
violations of human rights; 


11.Members of the medical profession are often 


amongst the first to become aware of violations of 
human rights; 


12. Medical associations have an essential role to play 
in calling attention to such violations in their 
countries. 


The UN Convention on the Rights of the Persons with 
Disabilities (2006) marks a “paradigm shift” in attitudes 
and approaches to persons with disabilities. It takes to 
anew height the movement from viewing persons with 
disabilities as “objects” of charity, medical treatment 
and social protection towards viewing persons with 
disabilities as “subjects” with rights, who are capable 
of claiming those rights and making decisions for their 
lives based on their free, and informed consent as well 
as being active members of society. It has proposed a 
comprehensive definition of persons with disabilities 
as ‘all those who have long-term physical, mental, 
intellectual and sensory impairments (Article 1). The 
Convention calls upon nations to take specific actions 
to protect the rights of people with mental disability. 


Protecting the rights of the mentally ill 


Availability, accessibility, acceptability and quality are 
the core obligations and elements of the right to health. 
A mentally ill person is in need of special care and 
attention both at home and in the hospital for the simple 
reason that he/she is unable to fend for himself/herself. 
The responsibility for special care and attention also 
lies with the care givers and includes the following: 


At home: 


e Treating the mentally ill person with dignity, 
decency, kindness and compassion; 


e Not suppressing the information that someone at 
home has been affected by mental illness; 


e Recognizing that time is of the essence and taking 
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the ill person to a mental health facility for 
evaluation and admission, if considered necessary 
by the treating mental health professional; 

© Furnishing accurate postal address of the admitted 
individual to the hospital authorities at the time of 
admission; 

e Notsuppressing any information about relationship 
with the individual and about the nature of ailment; 


© Volunteering to stay with the admitted relative in 
the family ward/open ward, as the case may be; 


© If it is not convenient to stay with the person for 
personal and family reasons, interacting with him/ 
her at the hospital at frequent intervals as necessary; 


e Ensuring that after the person has been effectively 
treated and fit for discharge, he/she is taken home, 
treated kindly and given the best care and attention, 
ensuring strict and timely compliance with the 
medicines prescribed; 


e Taking the person to the hospital for follow-up as 
advised; 

e Infusing hope, faith and confidence in the mind of 
therecoveringperson all the time that he/she can 
be effectively treated, cured and can resume a 
normal life like in any other illness; 


* xtending cooperation to the psychiatric social 
worker during follow-up home visits. 


In the treatment setting: 


® No individual should be handcuffed or tied with 
ropes while being brought to the hospital or as an 
inpatient; 

e There should be facilities for sedating disturbed 
individuals in the outpatient (OPD) setting: 

e The OPD should comprise a large hall with 
sufficient number of chairs to seat persons seeking 
consultation and accompanying family members; 

¢ The OPD hall should be well lit and ventilated with 
provision of potable water, toilet, newspaper stand 
and a television; 


¢ A hospital canteen should be available nearby as 
waiting in the 
OPD may go up to 2 to 4 hrs depending on the average 


turnout of patients and the number of treating 
professionals available; 


e At the OPD there should be sufficient number of 
registration counters to cater to the needs of people 


in different age groups(adults, adolescents elderly 
and the children) as also women and men: 


in 


* The people at the registration counter should be 
given orientation and training to be civil, courteous, 
and considerate to everyone seeking care, 
particularly the elderly; 

* No mentally ill person or thei 
be subjected to any abuse or offensive treatment 
or treatment that borders on cruelty or torture; 
instead they should be treated with utmost civility, 
courtesy and consideration, 

¢ No person seeking help for mental distress or illness 
should be refused examination at the OPD on any 
ground whatsoever, similarly, no patient should be 
refused admission as an inpatient if the same is 
considered absolutely necessary by the physician 
examining him/her. 

Once a decision is taken that a patient requires 
inpatient care, certain other rights accrue to the 
admitted person such as: 

e Rightto wholesome, sumptuous and nutritive food 
according to certain prescribed scales 


r caregivers should 


Towards community care 


Community care involves the care and treatment 
outside an institution of people who have or who are 
recovering from a mental illness. It is coterminus with 
de-institutionalization (which does not necessarily 
mean total dehospitalisation) which means a policy of 
caring for the people with mental illness in the 
community instead of only (or mainly) in hospitals or 
psychiatric units. The rationale for community based 
mental health care has its origin from 3 sources, 
namely: 


e Treatment of mentally ill persons in mental hospitals 
has its severe limitations; 


e Institution-based psychiatric treatment through 
trained professionals (who are also limited) can be 
very expensive; 

¢ Para professionals with short and simple orientation 


and training could deliver reasonably satisfactory 
mental health care. 


Without the network of community based services and 
support systems it is difficult to integrate people from 
the hospital wards into the community. 


The concept of community care includes: 


* Arrangement for the care and support of families: 


Care and treatment for the significant proportion 
of people with mental illness who have’ never been 
admitted to a psychiatric facility and’ who may 
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never need to be if they are provided with 


appropriate care, support and treatment in their 
Own environment. 


Community care also includes issues affecting people 
who may need occasional inpatient care as well as 
community care. They may manage well in their usual 
environment for a substantial period of time but may 
periodically require hospital admission for treatment 
and stabilization when an acute episode occurs. 


The irony of the situation which we face in India is 
that substantial resources are allocated to institutional 
care, leaving very little to promote or sustain 
community care. This is what has resulted in 
conspicuous absence of comprehensive community 
services linked with mental health. Attempts have been 
made to launch a few community satellite clinics but 
there are formidable problems in its successful 
rationalization. There is no campaign or movement 


for involvement of the entire community in mental 
health. 


Approaches to study human rights issues in mental 
health 


Any scientific study in the field of health and human 
rights could be approached in three distinct ways [16..]: 
(1) what are the health effects of human rights 
violations, which involve a causal relationship, 
beginning with a human rights violation? (2) what are 
the human rights effects of health services provision 
on legislation, which include health policies, health 
priorities, politics and planning, and connects them 
with their human rights outcome? and (3) developing 
a mechanism underlying the relationship of health and 
human rights. This aspect is an important step in 
bringing a greater degree of objectivity in human rights 
violations assessment. We will examine this approach 
in the Indian context. 


Nurses role in mental health nursing practice: 


After the development of a national mental health 
policy and a new Mental Health Act in 1987, and the 
establishment of the National Human Rights 
Commission in 1994, there is greater awareness about 
mental health issues, including human rights, in India. 
This increased awareness has brought into focus the 
poor conditions in some of the old mental hospitals. 
Although some aberrations of violations of human 
rights issues reported in the Erwadi Tragedy in 2001 
cannot be generalized for the whole country, such 
issues have attracted wider media attention. 
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The professionalisation of nursing has been 
accompanied by recognition of the need for ongoing 
professional development. Continuing education is 
considered as an important method in maintaining 
professional development. Despite this recognition 
there is a paucity of literature addressing either the 
problems experienced in accessing and utilizing 
continuing education or innovative programs designed 
to overcome these problems. 


Conclusion 


To sum up, human rights are not the exclusive preserve 
of any individual and group. They are neither owned 
by anyone nor can be doled out as a gift by one to 


another. They belong to all of us — individually and 
collectively. 


They are universal and indivisible. | conclude by 
quoting from the Vienna Declaration and Programme 
of Action adopted at the close of the World Conference 
on Human Rights: 


“All human rights are universal, individual, 
interdependent and interrelated. The international 
community must treat human rights globally in a fair 
and equal manner, on the same footing and with the 
same emphasis. 


While the significance of national and regional 
peculiarities must be borne in mind it is the duty of 
the States regardless of their political, economic and 
cultural systems to promote and protect all human 
rights and fundamental freedoms”. 
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A study to determine the prevalence 
female caregiver of mentally ill patient at 
Outpatient Department in Narayana Genera 


Domestic violence refers to the physical, emotional, 
and sexual abuse of a spouse or domestic partner. 
Domestic violence illustrates the tendency of abusive 
people to attack anyone they perceive as vulnerable; 
most men who batter women also abuse their children; 
some battered women abuse their children; and 
abusive humans are frequently cruel to animals 


OBJECTIVE: 


1. To estimate the prevalence of domestic violence 
among female caregiver 


2. To associate the prevalence of domestic violence 
with the demographic variables 


METHODOLOGY: 


A descriptive survey method was adopted to collect 
the data .100 women were selected by using Simple 
Random sampling technique. .Structured interview 
schedule was conducted with a 5 point rating scale 
at,Psychiatric OPD, General 
Hospital,,Nellore.. Descriptive & inferential statistics 
was used for data analysis. 


Narayana 


RESULTS: 


Psychological violence was 70% in the form of 
destructing the valued possession, emotional 


of Domestic Violence among 


tending psychiatric 
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blackmail, humiliating in front of others followed by 
physical violence 62.5% in the form of beating ,hitting, 
burning, tying them up. Sexual violence was 30% and 
economic abuse was 20%.Women between 25 & 45 
years of age ,who were illiterate 25% & had only 
primary schooling 30% & family background of 
violence were most affected. Alcohol consumption & 
Multiple substance abuse are important predictor of 
domestic violence. 


CONCLUSION: 


Prevalence of domestic violence 72% is high 
among the caregiver of mentally ill patients. Presence 
of suppressive feelings can lead to poor coping and 
landing up with mental illness 


RECOMMENDATIONS: 


. Screening programme can be conducted among the 
women visiting the hospitals. Educational programmes 
& Mass awareness programme focusing on prevention 
of domestic violence, need to be initiated in the 
hospitals & community. 
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Patients' and Staff Members' 


Introduction 


Technology and concepts of quality care has reached 
its highest level in all the areas. Even then, for the 
mentally ill, their individuality and their quality of life 
style has not yet reached in its acceptable level. Human 
Rights Commission found “appalling and 
unacceptable" conditions when they visited several 
psychiatric hospitals in India during the last five years. 
The rights of hospitalized psychiatric patients has been 
a topic of increasing interest and controversy. Conflict 
between patients' rights and staff members perception 
on the — evaluation of clinical needs hinder the 
availability of rights at hospital. Therefore, it seems 
important to study perception about treatment and 
about the conditions under which treatment may or 
may not be justified, even against a patient's will, from 
diverse perspectives. 


Methods 


A total of 50 patients of 15-70 years who were 
hospitalized were studied. This group of patients 
comprised almost all the hospitalized patients at the 
time selected by convenient sampling who were able 
to fill out the consent form and complete the assessment 
instrument of the study. Sociodemographic data is 
collected from the patients' charts, such as diagnosis, 
length of stay in the hospital ward, age at the time of 
the first psychiatric hospitalization, and number of 
hospitalizations. To assess the perception on rights of 
mentally ill, 31 statements to be rated on a 4-point 
scale ranging from 1, strongly agree, to 4, strongly 
disagree was used. Statements are divided into six 
clusters: the patient's right to obtain information on 
his or her illness and treatment, the right to 
confidentiality of information provided in therapy, the 
right not to be subjected to treatment by force, the 
right to refuse treatment, the right not to be restricted 
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physically, and the right not to be hospitalized 
involuntarily. Same questionnaire was distributed 
among 50 staff nurses working in psychiatric hospital 
also. After obtaining written consent, questionnaires 
were distributed to and collected from the staff 
members. All data were handled anonymously. 


Result 


Out of 50 patients studied, about half of the patients 
were male. At the time of the study, 63 percent of 
patients were single, 13 percent were divorced, and 
22 percent were married; the marital status of two 
patients was unknown. For 34 percent of patents, this 
was their first hospitalization; for 28 percent, it was 
the second or third hospitalization, and 3 of patients 
had been hospitalized at least four times; the number 
of previous hospitalizations was unknown for 5 
percent. 17 percent of the sample had completed nine 
years of school, and 65 percent had completed 12 years 
of school. 


The results of this study indicate that there were 
significant differences between staff and patients in four 
of the six clusters of patients' perceived rights. 
Specifically, there were differences between groups 
in terms of situations that justify involuntary 
hospitalization, the use of force or physical restrictions, 
and compromise of confidentiality. Areas in which no 
differences were observed were patients’ right to obtain 
information about their illness and treatment and their 
right to refuse treatment. This pattern seems to indicate 
that the differences in viewpoints between staff and 
patients about what rights hospitalized psychiatric 
patients should have were greater for proposed 
interventions that involved more drastic compromises 
of patients’ rights. 

The most consistent finding of the study was the 
direction of the disagreement: staff members were 


always more likely to express the view that patients 
rights should be compromised when they conflicted 


with what could be understood as a clinical need. 


Our main findings seem to support the often- 
exaggerated stereotype of mental health professionals 
as being authoritarian and not always sensitive to 
patients’ rights. However, it might also be that both 
groups value patients’ rights but that staff tend to be 
more willing to compromise these rights when they 
perceive them as conflicting with patients’ clinical 
needs. This difference may be a function of the way 
the two groups evaluate the potential benefit of 
treatment-even forced treatment-in relation to the 
potentially negative impact of restricting rights. 


Conclusion 


Recognizing that such differences exist seems 
important in its own right. The results of this study 
indicate a profound conflict in the way patients and 
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Abstract : 


Background: The ever-changing demands of recruitment 
and retention both nationally and at a local level have 
resulted in a higher rate of turnover of Staff, the retire- 
ment of a number of senior staff, the recruitment of nurses 
with less than 2 years experience and/or no forensic ex- 


perience and an influx of overseas nurses with diverse 


cultural and clinical experiences has resulted in many 
staff with little or no experience of managing a secure 
unit. 


Aim: The aim of this study was to elicit the views of a 
cross-section of unit based staff and middle management, 
on their experiences of leadership and taking charge of a 
shift/unit. The intention is to extrapolate these views into 
themes in order to identify the specific training needs of 
these groups to develop their leadership skills. 


Methods: A qualitative descriptive design was adapted 
for this study. The data was collected using focus group 
interviews guided by semi-structured interview schedules. 
Twenty one subjects participated in three focus groups. 
The data was analysed thematically. 


Results: Five themes emerged from the data analysis. 
These are: Perceived practical skills deficit, Perceived 
difference in experience, Training programme, Leader- 
ship skills and Teaching learning methods. 


Conclusions: The themes generated from the study find- 
ings provide a framework to develop a training 
programme which will prepare staff to take-on a leader- 
ship role within a secure unit if required. 
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School Health Nursing; 


LL) 


A Means to Prevent Mental 


and Physical Illness, Human Rights Violations 
in Schools: A Nurse’s Perspective. 


INTRODUCTION 


School-based mental health services are provided 
by a wide range of professionals—counselors, 
psychologists, clinical social workers, family 
therapists, and psychiatrists. Their services include 
prevention-focused activities to create a healthy 
school environment, selective interventions with 
groups of students whose circumstances place them 
at higher risk for emotional or behavioral health 
problems, as well as diagnosis and treatment of 
individual students with specific health needs. Areas 


of particular interest within the school-based mental — 


health field include school safety, prevention 
initiatives, substance abuse treatment.. The practice 
of school nursing began in the United States on 
October 1, 1902 when the initial role of the school 
nurse was to reduce absenteeism by intervening with 
students and families regarding health care needs 
related to communicable diseases. While the nurse’s 
role has expanded greatly from its original focus, 
the essence of the practice remains the same. The 
school nurse supports student success by providing 
health care assessment, intervention, and follow-up 
for all children within the school setting. 


In 1999, the National Association of School Nurses 
Board of Directors defined school nursing as: A 
specialized practice cf professional nursing that 
advances the well-being, academic success, and life- 
long achievement of students. To that end, school 
nurses facilitate positive student responses to normal 
development; promote health and safety; intervene 
with actual and potential health problems; provide case 
management services; and actively collaborate with 
others to build student and family capacity for 
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adaptation, self management, self advocacy, and 
learning. 


Schools provide the most appropriate setting for both 
health services and health education for children, In 
1960, the government of India set up a committee on 
school health (Renuka Ray Committee) recommended 
that health education should be included as part of 
general education in schools. In the wake of the 
national policy on education (1986, revised 1992) and 
national policy 1983, steps were initiated to look at 
school health education in a more comprehensive 
manner, The national health policy envisages giving 
priority to school health programmes which aim at 
preventive-health education, providing regular health 
check up and promotion of health-seeking behavior 
among children. Appropriate and effective school 
health policy can have an impact on health behaviours, 
learning, academic achievements and social 
development. 


The support of student success in the learning process. 
In this context the school nurse provides services to 
the entire school population, which may include 
infants, toddlers, pre-schoolers, children with special 
needs, traditional school populations, and, toa limited 
degree, adults within the school community. 


The school nurse provides care to students and staff 
who have been injured or who present with acute 
ilInesses. Care may involve treatment of health 
problems within the scope of nursing practice, 
communication with parents for treatment, and referral 
to other providers. The school nurse uses the nursing 
process to assess, plan, implement, and evaluate care 
for students with chronic health conditions. This care 


should begin with the development of a nursing care 
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plan (also known as an individualized health care plan) 


that should include an emergency action plan. The 
school nurse is responsible for medication 
administration and the performance of health care 
procedures that are within the scope of nursing practice 
and are ordered by an appropriately licensed health 
care provider. The school nurse also assists faculty and 
staff in monitoring chronic health conditions. As the 
scope of nursing practice expands to utilize the 
increasingly complex technology needed to provide 
up-to-date care for clients, the school nurse’s body of 
knowledge grows through personal professional 


development. 


The school nurse: 


Provides health services and identifies resources 


within the school community. 


Provides health services directly, the school nurse must 
take into account the nature of the school environment, 
including available resources. As the health care expert 
within the school, the school nurse assesses the overall 
system of care and develops a plan for assuring that 
health needs are met. 


Conducts screening and referral for health conditions. 


Screening activities may include vision, hearing, 
postural, body mass index, or other screening, and for 
mental illness. Determination of which screenings 
should be performed is based on several factors, 
including legal obligations, the validity of the screening 
test, the cost-effectiveness of the screening program, 


and the availability of resources to assure referral and 
follow-up. 


Promotes a healthy school environment. 


The school nurse provides for the physical and 
emotional safety of the school community. The school 
nurse monitors immunizations, assures appropriate 
exclusion from and re-entry into school, and reports 
communicable diseases as required by law. 


The school nurse also assesses the physical 
environment of the school and takes actions to improve 
health and safety. Such activities may include an 
assessment of the playground, quality evaluation, ora 
review of patterns of illness or injury to determine a 
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Provides health education: by providing health 
ectly to individual students, groups of 


information dir 
students, or classes or by providing guidance about 


the health education curriculum, encouraging 
comprehensive, sequential, and age appropriate 
information. They may also provide programs to staff, 
families, and the community on health topics. Other 
health promotion activities may include health fairs 
for students, families, or staff, consultation with other 
school staff such as food service personnel or physical 
education teachers regarding healthy lifestyles, and staff 
wellness programs. The school nurse is a member of 
the coordinated school health team that promotes the 
health and well-being of school members through 
collaborative efforts. 


Participates in planning, implementing, evaluating the 
school health policies and programs. 


Serving as a preceptor for student nurses or as a mentor 
for others beginning school nursing practice. 
Additionally, the school nurse participates in measuring 
outcomes or research, as appropriate, to advance the 
profession and advocates for programs and policies 
that positively affect the health of students or impact 
the profession of school nursing. 


A liaison between school personnel, family, 
community, and health care providers. 


As case manager, the nurse communicates with the 
family through telephone calls, assures them with 
written communication and home visits as needed, and 
serves as a representative of the school community. 
The school nurse also communicates with community 
health providers and community health care agencies 
while ensuring appropriate confidentiality, develops 
community partnerships, and serves on community 
coalitions to promote the health of the community. The 


school nurse may take on additional roles to meet the 
needs of the school community. 
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CONCLUSION 


Y 


Healthy children are successful learners. The school 
nurse has a multi-faceted role within the school setting, 
one that supports the physical, mental, emotional, and 
social health of students and their success in the 
learning process. .India has the lack of resources to 
employ school nurses exclusively in school setting, 
school health services are provided occasionally by 
medical and nursing colleges in forms of camps or 
school visits as a part of their curriculum especially 
community health , | feel it is high time, India should 
have a license programme based curriculum in school 
nursing ,to encourage specialized nurses to specialize 
soley in school health . It should be an amalgamation 
of all specialties in nursing which includes a medical 


surgical nurse, mental health nurse,community health 
nurse, child health nurse to provided care to children 
, children the future of our country ,the wealth of our 


nation. Healthy children build a health nation. 
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Study on stigma experienced by the family members of mentally ill 
patients taking treatment in psychatric department of 
B. P. Koirala Institute of Health Sciences, Nepal. 


Tr. 
Shobana Nepal, 


Stigma related to mental illness is complex issue and 
deeply ingrained in the society. Stigma affects not only 
people with mental illnesses but their families as well 


A descriptive cross sectional study was conducted to 
assess stigma experienced by family members of men- 
tally ill patients attending Psychiatric Department of 
BPKIHS. The sample size was 100 and samples were 
selected using purposive sampling technique. Data was 
collected by using predesigned, pretested Performa and 
Michael K and et all's modified standardized Stigma 
Scale. Data was analyzed by using descriptive (fre- 
quency, percentage, mean, standard deviation), and 
inferential (chi2 test and Z test) statistics to find out the 
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Shrooti Shah, K. Vijayalakshmi, 
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association between stigma and selected variables. 


The study revealed that 65% of the subjects were stig- 
matized. Results of the study showed that there is as- 
sociation between stigma and variables such as gen- 
der and education of the respondents and marital sta- 
tus of the patients. Study also showed that there is as- 
sociation between stigma and duration of illness of 
the patients. 


Efforts need to be made to educate the public about 
the ill effects of stigma on mentally ill patients. 

Key words: stigma, family members, mentally ill pa- 
tients 


Legal and Ethical Aspects of 
Psychiatric Nursing 


INTRODUCTION 

The legal and ethical aspects of psychiatric care is 
important for all psychiatric nurses because it concerns 
on rights of patient and qualities of care they receive. 
In recent times the nurses and the clinical team comes 
under civil, criminal and consumer courts which 
protects the rights of patient as they are considered as 
clients. Hence It is necessary for the nurse should 
become familiar with legal implications and laws of 
the state, so that they are more accountable in 
protecting the interests of their patients, both legally 
and ethically. 


LEGISLATIVE ACTS 
INDIAN MENTAL HEALTH ACT 1987 
- Amendment of the Indian Lunacy Act 1912. 


¢ Deals with crucial role of treatment and care of 
mentally ill persons 


* Discarding custodian care, safeguarding mental 
patients from the community 


* Incorporating better provisions relating to patient 
care and treatment 


* Preventing indignity and cruelty to the mentally 
ill patients 


Introducing humanitarian considerations 


* Protecting the human sights 


ADMISSION PROCEDURES 
1. Voluntary basis 


involuntary admissions on special circumstances 


By reception orders by magistrate or police officer 
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admission on judicial inquisition 


5. 


Admission as a mentally ill prisoner 
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DISCHARGE PROCEDURES 


il 


Voluntary admission: The medical officer incharge 
of psychiatric unit of hospital can discharge a 
patient or patient has the right for the discharge 

Other forms and Patient with the order by two 
psychiatrists by order in unity direct them to 
discharge with consultation by magistrate/ 


superintendent of prison 


THE NARCOTIC DRUGS & PSYCHOTROPIC 
SUBSTANCE ACT 1985 (NDPSA 1985) 


4 


This act imposes fine and punishment for 
possessing, producing, transporting, importing, 
exporting activities of 

Narcotic drugs: Cannabis, Cocaine, Coca leaf, 
Opium, Poppy straws, and manufacturing drugs 


Psychotropic Substances: 76 drugs and their 
derivatives. Eg. Diazepam, Phenobarbitone etc. 
Selling, marketing without proper prescriptions and 


restricted only for medical use. 


For violation the punishment ranges from 5 years 


to 20 years of rigorous imprisonment and fine up 
to 3 lakhs rupees 


PATIENT RIGHTS 


if 
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Right to communicate with the people outside the 
hospital 


Right to keep personal belongings 

Right to enter into Contractual relationship 
Right to education 

Right to Habeas corpus 


Right to privacy 


Right to inform consent 
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WOMAN 
8. Right to treatment 


| important for all psychiatric nurses 
9. Right to refuse treatment 


| 2. Anethic is standard of behaviour or a belief valued 
10. Right to treatment in the Least restrictive setting by an individual or group 
3. There are two types of admission in a psychiatric 
LEGAL AND ETHICAL RESPONSIBILITIES OF unit - Voluntary And Involuntary - or admission 
PSYCHIATRIC NURSES under special circumstances 
1. Nurse needs to know the IMH Act 1987 4. Most mentally ill patients not dangerous to self or 
2. She should be qualified to work in psychiatric set ane 
up or through a CNE Programme on psychiatric 5. Psychiatric patients have wide variety of "patient 
nursing rights"- they should be informed of their personal 
3. She should be aware of admission and discharge and civil rights and to honour them. 
procedure of the mentally ill patients 6. The most important factors is to ensuring on 
4. She should be aware of the rights of the patients attitude, knowledge, and commitment of the 
115 mental health professionals on patient's rights. 
She should obtain informed consent for treatment 7 Th sole 
ariel casera’ € psychiatric nurses has important three roles 
| ae 
6. Always explain the procedure to the patients or epeForming persenakand:professional aati: 
rataries * Provide services as a employer of an institution 
7. Inform about the therapy, advantages, and risk * Asa citizen of the nation 


involved 


8. Always bear in mind that the patient can refuse 
treatment or withdraw the consent for procedures 
like ECT or psycho surgery 

9. Maintain the confidentiality of the information and 
the records and should be in safe custody 


10. Maintain the standards of nursing care. 


AS 
COMMON LIABILITIES WITH THE PSYCHIATRIC PROVIDER 


NURSE 


PATIENT'S 


AS EM- 


1. Personal contact with the patient. PLOYER RIGHTS 

2. Patient suicide 

ieee er ose LEGAL INFLUENCE OF A NURSE 

ee eer ECT AVOID MALPRACTICES - For the safety of 'you' and 
5. Drug misuse 'the patient, 

6. Breach of confidentiality The Drug (Control Act, 1950) 

7. Failure to refer patient * Act provide for the control of sale, supply and 
8. Failure to obtain consent distribution of drugs 

9. Inadequate supervision ¢ Act provides limitation on quantity which may be 
FOCUS POINTS possessed at one time. 


Contravention of the provisions under this act shall 


1. The legal and ethical concept of care is very ° 
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be punishable Laws Pertaining To Criminal 
Offences & Drug Abuse 

* Nothing is an offence which is done by a person 
who, at the time of doing it, is, by reason of 
intoxication, incapable of knowing the nature of 
the act, or that he is doing what is either wrong, Or 
contrary to law; provided that the thing which ts 
intoxicated him was administered to him without 
the knowledge or against his will 
As per section 85 of Indian Penal Code Laws 
Pertaining To Alcohol 

¢ Licensing laws 

* Legislation on drunkenness 

¢ Road traffic legislation 

Licensing laws 

* Prohibition is incorporated in the constitution of 


India among the directive principles of state policy 
as in article 47 


¢ The state shall regard the raising level of nutrition 
& standard of living of its people as amongst Its 
primary duties and in particular, the state shall 
endeavor to bring about the prohibition of the use 
except for medicinal purpose of intoxicating drinks 
and of drugs which are injurious to health 


Drunkenness 


¢ The condition produced in a person who has taken 
alcohol in a sufficient quantity sufficient to cause 
him lose control of his faculties to such extent that 
he is unable to execute the occupation on which 
he is engaged 

* Under section 85 a person found drunken in public 
places or streets shall be punishable with 
imprisonment for a term which may be extended 
for three months & with fine which may extend to 
two thousand rupees or both 
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Drunken Driving 


¢ 


Under section 185 of Motor Vehicle Act Drunken 


Driving shall be punishable 
ent fora term which 


For first offence with imprisonm 
or with fine which 


may be extended for six months, 
may extend to two thousand rupees 


For second or subsequent offence, if committed 


within three years of the commission of previous 
similar offence, with imprisonment for aterm which 
may be extended for two years, OF with fine which 
may extend to three thousand rupees or both 


Laws Pertaining To Tobacco And Smoking 


¢ 


v 


Smoking is prohibited in public places 
Advertisements of cigarette or other tobacco 
products are not allowed 

Warning about harmful effects to be indicated on 
every packet 

Sale to persons under the age of 18 years Is 
punishable 


Nurses Role 
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¢ 


4 


4 
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Direct Patient Care Role 
Confidentiality 

Informed choices 
Medication Administration 
Community health nurse 
Occupational Health Nurse 
Counselor 


Nurses Role 


4 


+ 
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Other roles 

Management and supervision role 
Education 

Occupational health 

Community services 

School health nurse 

Forensic nurses role 

RESEARCH 
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A Social Marketing Approach to 


Stigma and Discrimination Reduction 
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INTRODUCTION 
Mental illness can affect anybody, regardless of age, 
gender, culture, or social class. But no matter who they 
are, people who have been diagnosed with a mental 
illness are all likely to experience stigma. Public 
attitudes and beliefs, often based on fear and 
misunderstanding, stereotype individuals with mental 
illness, exposing them to prejudice and discrimination. 
Stigma is one of the obstacles to a transformed mental 
health system. Stigma and discrimination against 
people with mental illnesses leads others to avoid 
living, socializing or working with, renting to, or 
employing people with mental illnesses. It leads to low 
self-esteem and hopelessness. Worst of all, it often 
causes people with mental illnesses to become so 
embarrassed or ashamed that they conceal symptoms- 
and avoid seeking the very treatment, services, and 
supports they need and deserve. Stigma infects every 
issue surrounding mental illness, often with worse 
consequences than the illness itself. In 2001, the World 
Health Organization declared stigma to be the "single 
most important barrier to overcome in the community". 


Challenges in Fighting Stigma 

1) Stigma can be found in many places: - In society- 
at-large, mental illness is not well understood, and 
the media often reinforce negative public 
stereotypes. Stigma can be found in all kinds of 
relationships, including those involving health or 
social service providers. Individuals with mental 
illness and their family members may also 
experience "self-stigma", viewing themselves with 
embarrassment or self-loathing as a result of 
internalizing the negative perceptions around 
them. Because of the many faces of stigma, battling 
it requires mobilizing on a number of different 


Prof. Usha Marath 


Principal, Lisie College of Nursing,Lisie Hospital, 
Ernakulam 


2) Stigma is different from discrimination:-Stigma 
refers to negative attitudes or beliefs that are held 
about people who are perceived as different. 
Because stigma relates to internal thoughts, it is 
difficult to take legal action against it. 
Discrimination is the behavior resulting from 
stigma. Discrimination refers to actions taken to 
exclude others because of their perceived 
differences, but it can also be manifest in more 
overt acts of hostility and aggression. There are 
legal protections against discrimination, which 
focuses on the behavior itself, rather than on its 
victims. 

3) Evaluation is difficult:-Finally, measuring the 
success of anti-stigma efforts is an enormous 
challenge. With attitude shifts, it is difficult to 
pinpoint a tangible product that can be counted 
or measured. 


What is Social Marketing Approach? 

Social marketing is similar to traditional marketing, but 
instead of encouraging the purchase of goods or 
services, social marketing encourages behavioral 
change. Social marketing strategies and tactics, 
encourage target audiences to adopt favorable attitudes 
toward and be part of an accepting environment for 


people with mental illnesses. 


Social Marketing Strategies 

Three distinct social marketing strategies that have been 
shown by researchers to effectively reduce 
discrimination and stigma. These are:- 


|. Public education 
I. Direct contact with mental health consumers, and 


II!. Reward for positive portrayals of people with mental 


health challenges. 


SS 


A cial Social Marketing Model for public education 


CONDUCT 
SITUATIONAL 


DEVELOP 


MARKETING 


IMPLE MENT 


THE MARKETING 
PLAN 


REVISE THE PLAN 
ACCORDINGLY 
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|. First action is to conduct a situational analysis- A 
written comprehensive situational analysis must be 
completed which will provide a view of where things 
stand at the time of the development of your stigma 
reduction initiative. It will help in the following ways:- 


¢ todetermine prevailing attitudes regarding the issue 
to be addressed; 

* to investigate similar efforts, if any, that have been 
used to address the issue; 

¢ toidentify potential program partners, stakeholders, 
and target audiences; 


* to establish message characteristics, 
communications strategies, and obstacles; 
* to make recommendations regarding 


communications strategies, messages, training and 
technical assistance, and other activities. 


Next action is to develop a marketing plan, based on 
the information from the situational analysis. The Steps 
in developing a marketing plan include; 

Step 1: Determine Goals- Examine what you 
stand for-your mission, values,and beliefs. Some of 
the questions to ask in determining your goals include 
0 What issue is most important to you right now? 
0 Who is most affected by the issue stated above? 
o Who makes decisions about the issue? 

0 What is the overall goal you want to achieve? i.e., 
what change would you be able to observe? (You 
need to be specific.) 

0 What tangible outcomes would you like 
through a communication effort? 


Step 2: Identify and Profile Audiences-Once you have 
identified your goal and issue 


to achieve 


the next step is to 


identify at 
communications 
need to keep in mind are; 

For each of the audiences, descri 
s knowledge, attitudes, and behaviors as 
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o target with a 


id profile specific audiences t : 
initiative. Some aspects which you 


be what you know 


about It 
they relate to your issue. 

Determine what barriers stand in the way of each 
audience in fully supporting or participating in 
reaching your goal? 

What are the characteristics of each audience? 
How do they spend their time? 

What is their gender, and income level? 

How have they been educated? 

What are the language considerations? 

What or whom are they influenced by? 

What makes new information credible for them? 
What or who could motivate change or action? 


Step 3: Develop Messages-the messages that you 


develop should be closely tied 


to your goal and 


objectives. They deliver important information about 


the issue and compel the targeted audience to think, 


feel, or act. The messages need to: 


o Show the importance, urgency, or magnitude of the 


issue, 


O 
O 
O 


O 
O 


Show the relevance of the issue, 

Put a "face" on the issue, 

Be tied to specific audience values, beliefs, or 
interests of the audience, 

Reflect an understanding of what would motivate 
the audience to think, feel, or act, 


Be culturally relevant and sensitive, and 
Be memorable. 


Some items to consider in message development: 


¢ 
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Clarity: messages must convey information clearly. 
Consistency: all messages on a particular topic 
would be consistent. Messages you use must stay 
constant no matter what form they take. 

Main points: main points should be stressed, 
repeated, and never hidden within less Strategically 
Important information. 

Tone and appeal: A message should be reassuring, 
alarming, challenging, or straightforward, 
depending upon the desired impact and the target 


audience. Messages should also be truthful 


more appealing than those that use a negative 
appeal. 

* Credibility: source of the information should be 
believable and trustworthy. 

* Public need: messages should be based on what 
the target audiences perceive as most important 
to them-what they want to know, not what is most 
important or most interesting to you. 


Step 4: Select Communications Channels - 

Communications channels carry the messages to the 

target audiences. Eg, Television stations, Radio stations, 

Newspapers, Web sites etc. 

Some questions to ask include: 

o Where or from whom do your audiences get their 
information? 

o Whom do they find credible? 

o Where do audiences spend most of their time? 

o When are they most likely to give you their 
attention? 


Step 5: Choose Activities and Materials- you need to 
choose the activities, events, and/or materials that 
will most effectively carry your message to the 
intended audiences? 

The following may be considered 

Appropriateness to audience, goal, and message 

Relevance to desired outcomes 

Timing 

Costs/resources 

Climate of community toward the issue/activity 

Cultural appropriateness (including language) 

Environment-geographic considerations 
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Step 6: Establish Partnerships-Groups, organizations, 
or businesses may exist that will aid you in reaching 
your goal by providing funds, expertise, support, or 
other resources. 

Some practical steps which can be followed: 

* Determine Your Needs 

¢ Identify Potential Partners 

¢ Prioritize Your Contacts 

* Make Your Proposal Strategic 


CMC, 
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Face-to-Face Follow-ups 


Make Your Community Partners Part of Your Team 
Implement the Plan- implement your plan by 
Organizing man, material and money. 

Evaluate and Make Corrections-Evaluation should 
include the following steps: 

O Specify times to take stock of the progress in 
completing the marketing plan. 

Determine strengths and weaknesses. 

Identify obstacles. 

Identify and measure outcomes. 
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Create and implement new approaches for success. 


I. Direct contact with mental health consumers 

Studies repeatedly show that contact with people 
who have mental illnesses is the most effective 
method of changing attitudes. Research also provides 
some guidance for people with mental illnesses 
interested in telling their stories publicly in an effort to 
reduce stigma and discrimination. 

Tips on using person to- person contact strategies 
and personal stories to reduce stigma and 
discrimination against people with mental illnesses. 
1. Set up a project 
Consider setting up a volunteer project, such as 
cleaning up your surrounding that fosters interactions 
between your target audience and people with mental 
illnesses. This will help in the interaction between 
normal and mentally ill clients and give equal status 
to all who are engaged in activity. 

2. Keep the contact up 

Just one project is not enough to change attitude and 
beliefs. A series of shared experiences will challenge 
preexisting attitudes and beliefs long after the initial 
meeting takes place. 

3. Bring like together with like: 

Consider having people with mental illnesses tell their 
stories to groups with whom 

they have something in common. 

4. Offer the ordinary: 

Contact with people whose stories are too remarkable 
may serve to reinforce negative stereotypes. So try to 
present the ordinary too 

5. Assess comfort with disclosure before you begin: 


. - ) 
People with mental illness should be comfortable to 


r stories. Discomfort by the presenter is 


likely to reinforce rather than reduce stigma. 


present thei 


6. Have concrete examples available: 
Personal stories are best when they include details that 
others can relate to, rather than broad generalities. 

7. Encourage questions: 

Encouraging questions reinforces the message that 
people with mental illnesses have nothing to be 
embarrassed about and nothing to hide. 

8. Join up: 

Maintaining that level of contact on an everyday basis 
can serve as a consistent block to negative attitudes 


and images group members receive elsewhere. 


lll. Reward for positive portrayals of people with mental 
health challenges ! 

Saying "thank you" is not just good manners, it's also 
good marketing practice. 

Research suggests that publicly rewarding positive 
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efforts can be a powerful way to strengthen campaign. 


Conclusion: - Stigma can pose 4 threat to the self- 
relationships and job opportunities of 
ents. Adequate information may 
and help to reduce the fear 


esteem, 
psychiatric pati 
demystify mental illness 
and prejudice surrounding it. 
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A study to assess the Knowledge and attitude towards 
human rights among health care team members worki 
health Department in Narayana General Hospital, Ne 
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Human rights are universal and inalienable; 
indivisible; interdependent and interrelated. because 
everyone is born with and possesses the same rights, 
regardless of where they live, their gender or race, or 
their religious, cultural or ethnic background. So it is 
the responsibility of the health care team members to 
be develop a adequate knowledge and attitude towards 
the practice of competent mental health care in 
accordance to respecting the basic human rights of 
the mentally ill clients. 


OBJECTIVE: 


1. To assess the knowledge and attitude regarding 
importance of human rights among health care team 
members 


2. To correlate the knowledge and attitude towards 
importance of human rights among health care team 
members 


3. To associate the level of knowledge and attitude 
towards importance of human rights with selected 
demographic variables among health care team 
members 


METHODOLOGY: 


A descriptive survey method was adopted to collect 
the data from100 health care team members who were 
selected by using Non probability convenient sampling 
technique. .Structured interview schedule was 
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conducted to collect data. Descriptive & inferential 
Statistics was used for data analysis. 


RESULTS: 


The study revealed that the nearly 40% of health care 
team members have adequate level of knowledge and 
about 75% of the health care team members had 
favourable attitude towards practising patient care by 
giving importance to human rights. There exists a 
positive corerelation between the level of the 
knowledge and attitude towards importance of human 
rights among health care team members. There is no 
significant association of the level of knowledge and 
attitude towards importance of human rights with 
selected demographic variables among health care 
team members 


CONCLUSION: 


Only 40% of health care team members have adequate 
knowledge regarding the importance of human rights 
and nearly 75% of the health care team members had 
favourable attitude towards practising patient care by 
giving importance to human rights 


RECOMMENDATIONS: 


Awareness programme and continuing and in-service 
education programmes can be conducted among the 
health care team members to improve their knowledge 
and attitude towards importance of practising patient 
care by giving importance to human rights 
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INTRODUCTION 


Gone are-the days when counseling is just for "the 
mentally ill." It has been used by different people since 
the beginning of mankind by teachers, parents, friends 
and elders etc. Many individuals and families are 
seeking professional help to deal with the trauma of 
life in a fallen world. People typically enter counseling 
because they are hurted, frustrated, or feeling 
overwhelmed by a problem. In most cases, difficult 
circumstances drive the felt need for counseling. 
Scheduling and working with a trusted professional is 
one of the best ways to overcome your mental 
conditions. Seek out a professional when your mind 
seems broken or sprained with marital and as well as 
health related problems. Chances are good there is 
help available, including counseling, that will get the 
person back on track to living the life they love. Present 
day counseling is moving towards teaching the client 
life coping skills both interpersonal and involving the 
clients family in the process of counseling. 


DEFINITION OF TERMS COUNSELING 


According to American counseling association, the 
counseling is defined as "The application of mental 
health, psychological or human development 
principles, through cognitive, affective, behavioral or 
systematic intervention strategies, that address well 
ness, personal growth, or career development, as well 
as pathology."! 

PREMARTIAL COUNSELING 


Premarital counseling is a therapeutic couple 
intervention that occurs with couples who plan to 


marry. (Murray and Murray 2004) 
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MARITAL COUNSELING 


Marriage counseling is the process by which a 
professionally trained counselor assists a person or 
persons to resolve the problems that trouble them in 
their interpersonal relationships as they move into 
marriage, live within it or make a decision to terminate 
it. (Godwin and Mudd, 1965) '° 


GENETIC COUNSELING 


The Human Genetics Society of Australasia defines 
genetic counseling as "a communication process which 
involves making or discussing a diagnosis, providing 
accurate information about the disorder and options 
available to the client, and considering the impact the 
information has on clients and their families.' 


AREAS OF COUNSELING 


The counseling is provided in different areas like 
Educational, Vocational, Personal, Social, Health, 
Marital, Moral, and Avocational. Most people can use 
extra help getting back on track emotionally and 
psychologically at some point during their lifetime. 
Mainly the circumstances are based in wounded 
relationships between husbands and wives and parents 
and children. The increasing availability of genetic tests 
confers to the specialty of genetic counseling a fast 
growing place in medical practice. Genetic counseling 
provides the link between genetic technologies, several 
of which have been acquired through the Human 
Genome Project, and patient care. Hence the 


remarital, mati ing isi 
p , Marital and genetic counseling is important 
for mental health professionals. 


PREMARITAL COUNSELING 


Marital counseling is indeed a very wide field and has 


three important areas, namely premarital counseling 


ee 


armony and counseling 
to eliminate or forestall a Marriage from breaking up 


Pre-marital counseling offers the Opportunity to explore 
your differences in a relatively safe, supportive, 
constructive environment. And while some couples 
may choose to postpone their union until key 
differences can be resolved, most couples find that pre- 


marital counseling helps to prepare them for the kind 
of life they would like to build together." 


counseling for better marital h 


Most couples just don't realize that good, skill-based 
pre-marriage counseling can reduce the risk of divorce 
by up to thirty percent and lead toa significantly 
happier marriage, according to marriage research. Pre- 
marriage counseling is based on the reality that it's 
important to strengthen the relationship and prepare 
constructively for future challenges and conflicts that 
everyone will inevitably face at some point in their 
marriage. The research shows that there is a window 
of opportunity during the year before the wedding and 
the six months or so after when couples get the 
optimum benefit from marriage preparation. Later, 
under stress, negative habits and relationship patterns 
may become established and be much harder to 
resolve. 


Ccuples now face more demands and have fewer 
supports than ever before. The typical complex 
marriage managing two careers while rearing children 
- really requires that couples have very strong, well- 
established abilities to communicate, resolve issues, 
maintain mutuality and set goals. Without this 
foundation, it's easy to feel overwhelmed by stress and 
time pressures. Problems can intrude much more easily 
than most couples realize. As much as it's important 
to come to terms with unrealistically positive 
expectations, those who grew up with divorced or 
unhappily married parents may find that they have 
unacknowledged and unexplored expectations that 
their marriage, too, may become unhappy. Premarital 
counseling functions as an immunization that boosts 
your Capacity to handle potential difficulties. 


The function of pre-marital counseling is two-fold: 


¢ Toassist couples in developing skills to navigate 
their way through marriage successfully 
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* To identify (and if p 


ossible resolve) areas of 
difference between couples that may become a 
source of conflict later 


Many professionals performing pre-marital counseling 
will use assessment tools to help identify these potential 
difficulties. Perhaps the most commonly used 
instrument is the Pre Marital Inventory (PMI). 


The PMI addresses the following areas, 
* Interests and Activities 

* — Role Expectations 

¢ Personal Adjustment 

¢ — Interpersonal Communication 

* Religion and Philosophy 

¢ Marriage Expectations 

¢ Family Issues 

¢ Finances 

¢ Children (and Parenting) 

¢ _ Sexuality 1 

NEED OF PREMARITAL COUNSELING 


¢ When a person is young and have never been 
married (require by law that individuals under the 
age of 18 complete pre-marital counseling before 
the wedding) 


¢ When one partner is "commitment-phobic" 


¢ When a couple cannot resolve significant issues (if 
a couple has disagreements regarding money, 
parenting, household responsibility, work, sex, etc. 
the time to resolve them is before marriage) 


¢ When one or both partners have a previously failed 
marriage and want to avoid repeating the same 
mistakes 


¢ Additional reasons to enter pre-marital counseling 
may include 


¢ Difficulty handling conflict 


¢ History of childhood abuse or domestic violence: 
Abuse, unfortunately, has been correlated with 
higher rates of divorce. It is important to seek help 
from a trained professional to learn alternatives to 


patterns that have resulted from emotional or 


physical abuse, or to heal from the hindrances of 


sexual abuse before marriage."° 


Premarital or couples counseling, while helpful in its 
own way, usually doesn't provide the same kind of 
intensive and comprehensive skill building and 
education. Premarital counseling classes or workshops 
are an alternative or supplementary approach to 
educating engaged couples and newlyweds in the 
skills, habits, attitudes, and enrichment techniques that 


research shows lead to happy, enduring marriages. 


For couples who plan to marry and are seeking 
marriage counseling, this is a manifestation of their 
most sincere need to find out "what makes the other 
tick" so that any future arguments can be avoided. It 
demonstrates a high degree of emotional maturity when 
couples don't wait for accidents happen. They roll up 
their sleeves before getting married and define the 
parameters that their relationship should take. For 
instance, marrying couples can agree, beforehand, on 


matters like 


* Squander the family budget by not buying things 
they don't need, 


* That they keep a joint account for household 
expenses, but separate individual accounts for their 
own material needs, 


* Thateach spouse will strive to pay outstanding debts 
they incurred before the marriage, 


¢ That their wedding will not be a grand, wasteful 
ceremony, 


¢ That they won't go to bed without resolving an 
argument, 


¢ That they will raise children equally, share their 


upbringing, and be consistent in what they teach 
their children. 


The above represent only a small sampling of issues 
that can potentially provoke arguments. People who 


are getting married think that such issues will sort 
themselves out in time. 


EXPECTATIONS FROM PREMARITAL COUNSELING 


The concise 
» concise list of seven relationship skill and 


sorceress 
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knowledge areas that research has shown to contribute 


to the success and endurance of marriage: 


+ Compatibility 
« Expectations 


* Personalities and families-of-origin 


¢ Communication 
¢ Conflict resolution 
* Intimacy and sexuality 


* Long-term goals’ | 
PREMARITAL COUNSELING PROGRAM IN 
NIMHANS 

Premarital counseling is a skill training procedure 
which aims at providing information on ways to 
improve their relationship once they are married. 
(Senediak 1990) 


NIMHANS in collaboration with the central social 
welfare board has prepared a premarital counseling 
program for young men and women, the topics 
included under this program were: 


¢ Common sources of stress 

¢ Reproductive health education 
¢ Sexually transmitted diseases 

¢ Marriage as an institution 

¢ Types and functions of families 
¢ Gender and power structure 

¢ Communication skills 

¢ Coping skills 

¢ Interpersonal skills 

¢ Decision making skills 

¢ Parenting skills 

¢ Financial management 

¢ Tiaining distance from each other 


Arguments have started to include name-calling and 
elow the belt" attacks aimed to really hurt the partner 


The joy and happi 5 | 
joy < appiness in the marriage is gone 


There seems to be nothing left to talk about without 
fighting 


¢ A mutual loss of respect 


* Lack of trust and overall suspiciousness is taking 
over 


* Sexual intimacy has changed, become intermittent 
or lost all together 


* Nothing nice to say to one another," 
TECHNIQUES OF MARRIAGE COUNSELING 


* It is similar to other forms of psychological 
counseling, it is usually concerned with individuals 
who are in trouble and who frequently have severe 
psychological difficulties. 


¢ Therefore marriage counselor diagnoses and treats 
an interpersonal relationship rather than only an 
individual. 


¢ Counselors attempt is to save the marriage from 
which will change unhappiness in the marriage into 
healthy and happiness in marriage. 


_ SESSIONS 


¢ In the individual or joint marriage counseling 
sessions which usually are from 45 mts to an hour 
in length. 


¢ Each spouse is encouraged to ventilate his or her 
feelings and attitudes toward himself and his mate." 


BENEFITS OF MARRIAGE COUNSELING 


In seeking marriage counseling, couples have 
acknowledged and accepted that their marriage needs 
overhauling and that their relationships are far from 


perfect. Not having the perfect marriage does not mean. 


that it's doomed to disaster. We know that personalities 
are formed from experiences acquired in childhood, 
in school, in the workplace, and some traits trace their 
origins from our parents and grandparents. So naturally 
when two personalities come together, their personality 
differences can put their marriage out of "sync’. 
Counseling helps in the understanding of marriage 
relationship and putting it in its proper perspective.'° 


The first benefit therefore is that couples are made to 
understand what these differences are and how they 
can re-directed so that they serve the marriage, not 
destroy it. When people are having a bad day and stress 
levels go beyond what they can handle, they have a 
tendency to magnify such differences. 
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The second benefit to seeking marriage counseling is 
the avoidance of bigger psychological problems later. 
One logical outcome of frequent fighting and 
emotional upheaval is depression. Marital conflict 
weighs down on everyone fights with our spouse 
distract us; over time, we lose our ability to concentrate 
on our work and on the upbringing of our children, 
not to mention the domestic chores that need our 
attention. Marriage counseling can benefit couples who 
have opposing views on any of the following stress 
inducers: 

¢ Sexual problems 

¢ Communication problems 

* Angry reactions to even the smallest detail 

¢ Alcohol or drug dependency 

¢ Cultural gap 

¢ Infidelity 


¢ Behavioral patterns that annoy the other spouse: 
flirting, spending too much money, spending too 
much time with one's own family, exaggerated work 
habits, and other issues 


¢ Physical or mental handicaps 
¢ Health problems 


* Changing life situations (retirement, moving into a 
smaller place, scaling back on lifestyle, absentee 
children who forget to call or visit) 


A third benefit of marriage counseling is how it can 
help prevent the escalation of physical or verbal abuse. 
If there is any risk to life and the abuse gets worse, 
then this is where the marriage counselor will 
immediately advise the abused spouse to seek police 
help or intervention. 


In recent times studies have revealed that marital 
counseling has come to be a continues process with 
its beginning in the days of courtship, its course 
progressing through marriage to the times of stress prior 


7,14 


to the parting of ways. 
At NIMHANS the family psychiatric center provides 
couple therapy programs for the couples who have 
problems in their marital relationships and it is more 


intense than the marriage counseling. 


. 
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MARRIAGE COUNSELOR 


Marriage counseling is done today by a large number 


of professional workers trained in different disciplines. 
They should have their basic training in one of the 
clinical or social sciences, such as medicine, clinical 
psychology, social work, nursing, sociology, law or 
religion. According to committee on Standards for 
training of the American association of Marriage 
counselors (1958), A counselor should have a 
knowledge of human growth and development and of 
the dynamics of human behavior and human 
motivations, capacity to differentiate between normal 
and abnormal behavior mechanisms and relationships 


within the family group.’ 


The role of a marriage counselor is to help couples 
nurse their marriage back to health, not to aggravate 
the ills that threaten a separation or divorce. This makes 
it important for a counselor to be knowledgeable not 
only about marriage, but also about relationships, the 
strengths and limitations of an individual, the 
psychology and dynamics of conflict resolution and 
the resources available to couples who are dealing with 
a problematic marriage. Thus, a certified and licensed 
marriage counselor is imperative. Counselors are also 
found in clinics, hospitals, health centers, and 
government/educational agencies. 


FUNCTIONS OF A MARRIAGE COUNSELOR 
¢ The advice giving function (the giving of 
information, sometimes technical or sometimes lay) 


¢ The decisional function (assisting the client in 
making decision) 


* The definitional function 


¢ Reorganization of behavior 


GENETIC COUNSELING 


New discoveries regarding the genetic basis of medical 
disorders have been appearing at an accelerating rate, 
creating broad public awareness that there are genetic 
determinants in a wide range of diseases. For the 
medical disorders extensive family studies of 
heritability and recent report of specific genetic linkage 
for Alzheimer's disease, schizophrenia, and bipolar 
disorder increasingly are leading patients and family 


members to request genetic counseling. ' 
ty 


Gane: are made up of DNA mole | ; 
simplest building blocks of heredity. They're groupe 


together in specific patterns within a person s 
chromosomes, forming the unique "blueprint for every 
physical and biological characteristic of that person. 


Humans have 46 chromosomes, arranged in pairs in 
every living cell of our bodies. When the egg and sperm 


join at conception, half of each chromosomal pair is 


inherited from each parent. This newly formed 


combination of chromosomes then copies itself again 
and again during fetal growth and development, 
passing identical genetic information to each new cell 
in the growing fetus. Current science suggests that 
human chromosomes carry from 25,000 to 35,000 
genes. An error in just one gene (and in some instances, 
even the alteration of a single piece of DNA) can 
sometimes be the cause for a serious medical condition. 
Even when genetic contribution to a mental disorder 
is well defined and identifiable, the multifactorial traits 
resulting from the effect of multiple genes and 
environmental factors also necessary for the problem. 


Genetic counseling is the process by which patients 
or relatives, at risk of an inherited disorder, are advised 
of the consequences and nature of the disorder, the 
probability of developing or transmitting it, and the 
options open to them in management and family 
planning in order to prevent, avoid or ameliorate it. 
This complex process can be seen from diagnostic (the 
actual estimation of risk) and supportive aspects. 
Genetic counseling can occur before conception (i.e. 
when one or two of the parents are carriers of a certain 
trait) through to adulthood (for adult onset genetic 
conditions such as Huntington's disease or hereditary 
cancer syndromes disorder, analyze inheritance 
patterns and risks of recurrence and review available 
testing options with the family."' 


PURPOSES OF GENETIC COUNSELING 


1. To carry out the aims of the eugenics movements, 
namely, to encourage the reproduction of persons 
with supposedly superior genotypes and to 
discourage the perpetuation of the genetically unfit. 


2. To reduce the incidence of the genetic disease in 
the general population. 


a. 


genetic facts. 


4. Genetic counseling, patients can learn about the 
complexities of inheriting psychiatric disorders and 
the associated risks of recurrence. Moreover, the 
genetic counseling process can facilitate informed 


decision-making and offer support to patients and 
their families.‘ 


AIM 


Genetic counseling aims to address the individual 
needs, questions and concerns of the patient in the 
particular context of his or her family and society. 


Who receives genetic counseling 


* Any person may seek out genetic counseling fora 
condition they may have inherited from their 
biological parents. 


* Awoman may be referred for genetic counseling 
if pregnant and undergoing prenatal testing or 
screening.. 


¢ A person may also undergo genetic counseling 
after the birth of a child with a genetic condition. 


Some of the more familiar genetic disorders are: 


¢ Down syndrome, Cystic fibrosis, Sickle cell 
disease, Tay-Sachs disease, Spina bifida 


STEPS IN GENETIC COUNSELING 


¢ Establish diagnosis and obtain accurate family 
history and pedigree. 


¢ Addresses issues and concerns raised by the 
consultand and by information gained through the 
genetic counseling session. 


¢ Assist with decision making and adjustment to 
information. 


¢ Provide adequate follow up. 


1. Establishing diagnosis and obtain accurate family 
history 


The diagnosis of the problem must be rigorously 
established according to the recognized criteria, before 
counseling takes place. Medical record to be acquired 
and releases obtained to call or write therapists. After 
accurate diagnosis the family history should be taken 
from the informant in the form of a pedigree. 
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2. Provision of information 


To provide information for the consultand (refers to 
person seeking genetic counseling) he nurse should 
be familiar with the genetic concepts of complex 
disease and should determine 1.what information the 
consultand wants 2.what is pertinent but is not being 
asked.3.what pace the technical information to be 
given.4.whateffect the information will have on the 
relationships within the consultand's family, since 


genetic information frequently has implications for 
entire family. 


3. Decision making and adjustment to information 


Most persons who perform genetic counseling take a 
non directive approach to decision making. Such an 
approach should not be confused, however with a lack 
of participation in comparing the risks and benefits of 
One course of action with those of others. After 
presenting the risk information help in decision making 
can be given by exploring the consultand's feelings 
reaction to the infromation, discussing any special 
cultural, ethnic, or religious factors that may be 
important. 


4. Adequate follow up 


During the counseling session the history of the patient 
may indicate other medical or psychiatric problems 
that need to be pursued either with the consultand or 
with other family members. These situations are 
handled relatively simply through appropriate follow 


up.® 


GENETIC COUNSELING FOR PSYCHIATRIC 
DISORDERS 


Genetic counseling for psychiatric disorders has 
advanced alongside the growing field of psychiatric 
genetics. This is, however, a relatively new discipline, 
and studies assessing the process and best practice are 
limited. A single pilot study conducted in the United 
States suggested that genetic counselors had some 
concerns about the depth of their knowledge of 
research in psychiatric genetics and their understanding 


of psychiatric diagnosis. 


THE GENETIC COUNSELING PROCESS 


It is anticipated that genetic counseling for psychiatric 
disorders will extend and enhance patient care by 
informing patients about the disorder, the role of 
genetics and the impact of environmental factors. 
Moreover, the genetic counseling process Can examine 
risks of recurrence in a balanced manner, clarify 
misunderstandings, facilitate informed decision-making 
and offer support to patients and their families. In many 
adult psychiatric disorders, early onset of symptoms is 
thought to be indicative of a more heritable form of 


the disorder." 


There is also evidence to suggest that in schizophrenia, 
a more severe illness could mean relatives are at greater 
tisk of also having the condition. Differences in the 
development of psychiatric disorders between the 
sexes should also be taken into account. For example, 
depression occurs twice as often in women as in men; 
while schizophrenia is not only more common inmen, 
but the age of onset differs between men and women 
(early twenties for men, late twenties for women). 
Finally, the presence of related psychiatric disorders 
within a given family may be evidence that the risks to 
an individual are altered. However, at this stage the 
specific research data required to calculate an accurate 
risk are not available. 


Genetic counseling, as practiced today, adheres to the 
highest standards of the bioethics doctrine, respecting 
individual freedom, human rights, and cultural values. 
It provides an invaluable medical service and will 
increasingly allow patients in all countries to benefit 
from the most important scientific advances produced 
by the international Human Genome Project.'' At 
NIMHANS the molecular genetics laboratory under 
Dept of psychiatry conducts various research programs 
in genetic disorders particularly in psychiatric illness 
and provides counseling services for the people. 


GENETIC COUNSELOR 


Genetic counselor is a medical genetics expert with a 
Master of Science degree. Most enter the field from a 
variety of disciplines, including biology, genetics, 
nursing, psychology, public health and social work. 


Several primary care physicians are sharing a qualified 
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genetic counselor, as part of their organization. 
Number of nurses, especially those In maternal gail 
n certified by ABMG, (American 


child health, has bee / | 
board of Medical genetics) and there is a Society of 


Nurses in Genetics. "' 


¢ members of a health care 
te as well as a genetic 
unselors provide 


Genetic counselors work a 
team and act as a patient advoca 
resource to physicians. Genetic CO 
information and support to families who have members 
with birth defects or genetic disorders, and to families 
who may be at risk for a variety of inherited conditions. 
They identify families at risk, investigate the problems 
present in the family, interpret information about the 
disorder, analyze inheritance patterns and risks of 
recurrence and review available testing options with 


the family." 


Genetic counselors are present at high risk or specialty 
prenatal clinics that offer prenatal diagnosis, pediatric 
care centers, and adult genetic centers. Genetic 
counseling can occur before conception (i.e. when one 
or two of the parents are carriers of a certain trait) 
through to adulthood (for adult onset genetic conditions 
such as Huntington's disease or hereditary cancel 
syndromes). 


Genetic counselors provide supportive counseling to 
families, serve as patient advocates and refe! 
individuals and families to community or state suppor 
services. They serve as educators and resource people 
for other health care professionals and for the general 
public. Recent research suggests that delivering a baby 
with spina bifida via cesarean section (avoiding the 
trauma of travel through the birth canal) can minimize 


damage to the spine and perhaps reduce the likelihooc 
that the child will need a wheelchair. 


Experts recommend that all pregnant women. 
regardless of age or circumstance, be offered genetic 
counseling and testing to screen for Down syndrome 
It's especially important to consider genetic counselins 
if any of the following risk factors apply to you: 


. ; ; reen| 
A standard prenatal screening test (such as the alphe 


fetoprotein test) yields an abnormal result 


An amniocentesis yields an unexpected result (suct 
as a chromosomal defect in the unborn baby) 
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* Either parent or a close relative 
disease or birth defect 


SSS 


has an inherited 


Either parent already has children with birth defects 
or genetic disorders 


* The mother-to-be has had two or more miscarriages 
or babies that died in infancy 


* The mother-to-be will be 35 or older when the baby 
is born. Chances of having a child with Down 
syndrome increase with the mother's age: awoman 
has a 1 in 350 chance of conceiving a child with 
Down syndrome at age 35, a 1 in 110 chance at 
age 40, and a 1 in 30 chance at age * 


Meeting With a Genetic Counselor 


Before meeting with a genetic counselor in person, 
the person may be asked to gather information about 
the family history. The counselor will want to know of 
any relatives with genetic disorders, multiple 
miscarriages, and early or unexplained deaths. The 
counselor will also want to look over the medical 
records, including any ultrasounds, prenatal test results, 
past pregnancies, and medications the person may have 
taken before or during pregnancy. 


The counselor will study the records before meeting 
the person. During the session, the person will go over 
any gaps or potential problem areas in the family or 
medical history. The counselor can help the person to 
understand the inheritance patterns of any potential 
disorders and help assess the chances of having a child 
with those disorders. 


The counselor will distinguish between risks that every 
pregnancy faces and risks that the people personally 
face. Even if he or she discovers to have a particular 
problem gene, science can't always predict the severity 
of the related disease. For instance, a child with cystic 
fibrosis can have debilitating lung problems or, less 
commonly, milder respiratory symptoms." "' 


After Counseling 


Genetic counselors can help to understand the options 
and adjust to any uncertainties they face, but the person 
and their family will have to decide what to do next. 


If she learned prior to conception that she and/or her 
partner are at high risk for having a child with a severe 
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or fatal defect, their options might include: 


* — Pre-implantation diagnosis when eggs that have 


been fertilized in vitro (in a laboratory, outside of 
the womb) are tested for defects at the 8-cell 
(blastocyst) stage, and only non affected blastocysts 
are implanted in the uterus to establish a pregnancy 
using donor sperm or donor eges 


¢ Adoption 
* Ending the pregnancy 


A good genetic counselor understands that what is right 
for one family may not be right for another. Genetic 
counselors can, however, refer to specialists for further 
help. For instance, many babies with Down syndrome 
are born with heart defects. The counselor might 
encourage the person to meet with a cardiologist to 
discuss heart surgery, and a neonatologist to discuss 
the care of a post-operative newborn. ' 


ROLE OF THE NURSE IN COUNSELING 


The majority of episodes of counseling in hospitals 
actually take place, in brief episodes, fitted into 
consultations with a nurse. This type of counseling can 
be described as 'embedded': the counseling role is 
embedded within other roles fulfilled by the nurse. 


o The counseling relationship in embedded 
counseling differs from the relationship in 
conventional 'specialist' therapy, because the client 
already knows the nurse, and already regards that 
person as trustworthy and potentially facilitative. 


0 The chailenge is to find ways to move beyond an 
existing nurse-patient relationship and build a 
different kind of relationship in which there is space 
to allow for a more open kind of conversation to 


occur 


o In many respects, the task of the embedded 
counselor is more challenging than that of the 
specialist therapist who sees clients for neatly 
packaged 50-minute sessions in a comfortable 


office. 


0 The reality of embedded counseling involves a 
willingness to be flexible, to improvise spaces for 
talking in the midst of busy hospital wards, and in 


the face of many other pressing demands on the 


nurse's time.'° 


Premarital and Marital counseling requires aminimum 
of master's degree in the behavioral or social sciences, 
nursing, or psychology. Professional supervision and 
ongoing training are crucial aspects of a carrier working 


with couples in crisis. 


The marital counseling lies with in the scope of 


advanced nursing practice. 


The psychiatric registered nurse has a master's degree 
in nursing with special training in psychotherapy. The 
behavioral, biological and social sciences serve as the 
basis for assessment identification of client outcomes 
and development of interventions to address 
maladaptive familial interactions and impaired 
communicative patterns. The nurse often 


Plays an active role in counseling sessions.'? 


"Nurses actively provide information to the couples 
related to the marital adjustments, problems to be 
expected before and after the marriage. 


She educates the couples regarding the genetic 
disorders and ways prevent it, and helps them to 
resolve the conflicts. 


She indirectly coordinates with the multidisciplinary 
team members in premarital and marital counseling. 


COTHERAPIST 


The nurse actively engages in the family system as well 
as observer of interactions. So co therapy involves one 
therapist actively interacting with the system while 
other observes the verbal and non-verbal family 
therapist interactions. Co therapy can be extremely 
useful in the assessment of the active therapists verbal 
and nonverbal transactions with the family.'” 


In genetic counseling 


The nurses play a direct and indirect role in providing 
counseling sessions. 


¢ Directly she provides information related to 
medical and psychiatric disorders related to genetic 
causes. 


bers regarding the various genetic 


¢ Educate the mem | 
testing for alpha foeto protein, 


testing tests like 


amniocentesis etc. 


» Provides suggestion to the family members 


regarding the treatment options available for 


genetic disorders. 


The nurses indirectly provide care by coordinating with 
other team members like physician, psychologists and 


other genetic counseling members. 


Nurses are challenged to have comprehensive and 
current genetic knowledge, which is necessary to 
advocate for, educate, counsel, and support patients 
and families confronting difficult genetic healthcare 
decisions. Nurses will be able to effectively translate 
genetic information to patients by developing and 
using ethical decision-making and counseling skills. 
Effective measures to protect confidentiality of patient 
data are important to ensure that genetic information 


is safeguarded.” 
CONCLUSION 


Counseling has reached the limelight of public 
attention. Given the fact that the subject of counseling 
is of momentous Consequences and has important 
effects forthe shortand —_ long-term, its ethical aspect 
is paramount. It is crucial that the relevant regulation 
be designed. The way the problems are dealt with is 
always changing just as society is in a constant process 
of change. It is important, however, that we always be 


ready to offer proper help to those in need when they 
need it.? 
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Introduction: 


"Community mental health" is an idea, a philosophy, 
an enactment that came to reality in 1963 with the 
late American President John F. Kennedy's "Bold New 
Approach". The community mental health movement 
represents the fourth revolution in psychiatry. The first 
occurred in 1793 when Pinel, a psychiatrist, removed 
the chains from the mentally ill people confined in 
Bicetre, a hospital near Paris. Before 1840, people 
diagnosed as mentally ill were housed in jails and 
country homes. In 1841, Dorothea Dix appointed 
herself inspector of institution for the mentally ill and 
began crusading for more humane treatment. She 
wanted each state assume responsibility for its mentally 
ill. The result was the establishment of 32 mental 
hospitals in the United States. Most mental hospitals 
were built in rural areas, which offered inexpensive 
land, the removal of troublesome people from the 
mainstream of society and fresh air and quietness for 
the patients, thus the concept of community mental 
health came into practice. 


Definition of Community Mental Health: 


Community mental health is best defined both 
philosophically and operationally. Philosophically it 
is believed that "Community mental health means all 
activities undertaken in the community in the name of 
mental health". Operationally community mental 
health means "the process of involving in raising the 
level of mental health among people in a community 


and reducing the number of those suffering from mental 
disorders". 


The term community mental health describes a change 
in focus of psychiatric-mental health care from the 
individual to the individual in interaction with his 
environment, care is provided to client outside of 
hospitals, in the least restrictive setting and it is provided 
at home or as close as possible to where the client 
lives. 

Community mental health services are designed to 
provide comprehensive, continuous cate 


to 
populations of people who need them and it should 
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be available to all, regardless of personal characteristics, 
such as age, ability to pay, OF place of residence. They 
could be treated in freestanding community mental 
health centers, in treatment units of general hospitals 


and in transitional homes. 


Mental health service in community health: 
Organizing Services 


Organization of community-based services is the core 
activity in the plan of action. Currently, most districts 
do not have trained professional or the mental health 
infrastructure to provide essential mental health care. 
Consequently, ill persons and their families either do 
not seek services and prefer to suffer in silence, or reach 
places of care very late. 


Organizing mental health care is through the general 
health services. The World Health 


Report 2001 recommended this approach as its first 
two recommendations: 


a. Provide mental health in primary care- Train general 
health personnel on essential skills of mental health 
care to manage mental disorders in general health 
services. 


b. Make psychotropic drugs available: 


Essential psychotropic drugs should be provided 
and made constantly available at all levels of health 
care. These drugs can ameliorate symptoms, reduce 
disability, shorten the course of many disorders and 
prevent relapse. They often provide the first-line 
treatment, especially in situations where 
psychosocial interventions and highly skilled 
professionals are unavailable. 


Community Mental Health Care Facilities: 


Community care has a better effect than institutional 
treatment on the outcome and quality of life of 
individuals. with chronic mental disorders. Shifting 
patients from mental hospitals to care in the seine 


is also cost-effective, and respects human rights 
~ * . ° oo 
Community based services can lead to early 
. . : . . 5 

intervention and limit the stigma of taking treatment 
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Large custodial mental hospitals shoul 
community care facilities backed by general hospital 
psychiatric beds and home care support, which meet 


all the needs of the ill which were the responsibility of 
those hospitals. 


This shift towards community care requires health 
workers and rehabilitation services to be available at 
the community level, along with the provision of crisis 
support, protected housing and sheltered employment. 
The different facilities required are day care centers, 
halfway homes, long stay homes, sheltered workshops, 
dc-addiction centers and suicide prevention centers. 
All these facilities should be available, first at the district 
level and subsequently at the level of taluks and towns. 


Support to Families: 


Families are primary care providers. They need support 
from the government and the society in a number of 
ways, including financial support. They also need an 
understanding of the illness in question, and the skills 
to care for the ill. In addition, they must ensure 
medication compliance, be able to recognize early 
signs of relapse, handle swift resolution of crisis, and 
reduce social and community disability. They can be 
supported by visiting community nurses and other 
support staff and encouraged to form networks of self- 


help groups. The state should facilitate these initiatives 
by: 


a. Providing financial support to such groups of 
families. 


b. Offering public places in the community for their 
meeting and organization of day care activities. 


c. Developing visiting nurses to support families. (at 
least one nurse for 100 families) and 


d. Involving them in the planning of the mental health 
program. 


Human Resource Development: 


There is a gross deficiency in the available personnel 
as well as unequal distribution of available specialists, 
leaving a majority of the districts with out any 
professionals. Short-term training of psychiatry for 
medical students, general psychologists, general social 
workers, general nurses and rehabilitation professionals 
are required. Short-term training program for medical 
officers to meet the need for psychiatrists to staff the 
district psychiatric services is also essential. 
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Public Mental Health Eaton: 


There is a need for public education and awareness 
Campaigns on mental health to be launched. The main 
goal is to reduce barriers to treatment and care by 
increasing awareness of the frequency of mental 
disorders, their treatability, the recovery process and 
the human rights of people with mental disorders. This 
can reduce stigma and discrimination, increase the use 
of mental health services, and bring the branches of 
mental and physical health care closer to each other. 
The All India Radio, Doordarshan, the print media and 
the folk media can be fully utilized for this purpose. 
State level plans involving the state and district health 


education bureaus should be developed and 
implemented. 


Private Sector Mental Health Care: 


Ina situation of limited services, the private sector 
could play a major service role. The private sector is a 
part of the total health care system in general and 
mental health in particular. Private psychiatrists can 
support the program in a number of ways such as 
systematically recording their work to provide an 
understanding of the magnitude of mental health need; 
clarifying the treatment utilization and related issues; 
working in the medical colleges and regional hospitals 
as honorary consultants; training of PHC personnel; 
supporting the NGO's in their mental health initiatives; 
initiating special mental health programmers and 
encouraging public mental health education. 


Support to Voluntary Organizations: 


Voluntary organizations are valuable community 
resources for mental health. They can specially plan 
an important role in developing suicide prevention and 
crisis support, formation of self- help groups of families, 
organizing community-based housing facilities for 
short-term and long-term care of persons with chronic 
illness, setting up of day care centers, sheltered 
employment facilities, life skills programmes, for school 
drop-out children and public mental health education. 
Support to voluntary agencies for specific activities can 
result in services with in a short period of time. 


The government should develop finding mechanisms 
to support voluntary organizations to take up these 
activities to cover all states. 


Promotion and Preventive Activities: 


A wide variety of interventions are possible to promote 
mental health and prevent mental disorders. Of these, 


consi 
the most important, is the life skill education programs 
for school children, similarly, psychosocial care of 
survivors of disasters should be part of all relief, 
rehabilitation, and reconstruction and reconciliation 
program, following man-made and natural disasters. 


Administrative Support: 


Currently, in most states, there are only part-time 
administrative officers at the level of the Directorate of 
health services. The officer supports and supervises the 
mental health program like any other programs. In view 
of the importance of the mental health program and 
the magnitude of the initiatives to be undertaken a full- 
time joint director (Mental Health) should be appointed 
at the Directorate of Health Services. Such an officer 
should be a psychiatrist and have an additional staff 
(statistician, etc) to support the mental health program. 


At the district, there should be two mental health teams, 
one each in the district medical office and the other at 
the district hospital. Such teams will result in both 
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clinical care and the integration of mental health at 


the peripheral institutions, 
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Protection of Human Rights 


In Mental Health Nursing 
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Laws will influence the art of psychiatric nursing and 
protect the nurses as they are particularly concerned 
with the rights of. psychiatric clients and the quality of 
care which they are receiving. Nurses are responsible 
and accountable for nursing activities that have to be 
performed in a safer manner to the client. Protecting 
patients’ rights and human dignity and providing 
nursing care with possible health risks to the Registered 
Nurse were identified as the most frequently 
experienced ethics and human rights issues. Staffing 
patterns that limit patient access to nursing care and 
implementing managed care policies that threaten the 
quality of patient care were identified as the most 
disturbing issues. Forty-one percent of the Registered 
Nurses reported experiencing ethics and human rights 
issues daily or one to four times per week in their 
clinical practices. Among others rights can be 
suspended during hospitalization are right to vote, right 
to enter into a contract, right to drive a car, right to 
practice profession and right to marry and social life 
and privacy. Institutionalization put ends in social 
life and there is no any rights and freedoms to enjoy 
human life. 


National Human 
rights commission 
(NHRC) 


A report 
prepared for a 
national human 
rights 
commission 
(NHRC) in 1999 


after an empirical 
study of mental 
hospitals in the 
country made a 
id’a'im nin g 
H indictment of the 
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state of mental health institution. The findings revealed 
that there are predominantly two types of hospitals, 
the report said .The first type do not deserve to be 
called "hospitals" or mental health centers they are 
"dumping grounds" for families to abandoned their 
mentally ill member, for either economic reasons or 
lack of understanding and awareness of mental illness. 
The living conditions in many of these settings are 
deplorable violate and individuals right to be treated 
humanely and live a life of dignity. Despite all advances 
in treatment the mentally ill in these hospitals are forced 
to live a life of incarceration. The second type of 
hospitals, the NHRC report continues, "are those that 
provide basic living amenities .Their role is 
predominantly custodial and they provide adequate 
food and shelters. Medical treatment if used to keep 
patients manageable and very little effort is made to 
preserve or enhance their daily living skills .These 
hospitals are violating the rights of the mentally ill 
persons to appropriate treatment and rehabilitation and 
a right to community and family life". 


Human Rights of Persons with Mental Illness: 


In many hospitals in India there are anecdotal reports 
of violation of human rights of the persons with mental 
illness. Human rights nothing more than entitlement 
due legally and morally to an individual. "All Human 
beings are born free and equal in dignity and rights " It 
has led in the preamble of the ICCPR and ICESCR 
"recognizing that these rights derive from the inherent 
dignity of human person. " The dignity of persons with 
mental illness is not respected in mental health 
institution. Sometimes they are found in worst 
condition like naked, in dirty and old clothes, 
unhygienic conditions, sometimes women were found 
in dreadful condition, not "wearing any undergarments 
and intimate parts of their bodies could be seen through 
the ill fitting clothing". Not providing the necessary 
clothes to protect personal dignity and not providing 


items to maintain menstrual hygiene are both human 


rights violations. 
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The patient has the right to every consideration of 
his privacy concerning his own medical care 


program 


The patient has the right to expect that all 
communication and records pertaining to his care 
should be treated as confidential. 


The patient has the right to expect that within its 
capacity a hospital must make reasonable response 
to the request of a patient for services. 


The patient has the right to obtain information as 
to any relationship of his hospital to other health 
care and educational institutions in so far as his 
care is concerned and any professional 
relationships among individuals, by name ,who 
are treating him. 


The patient has the right to be advised if the 
hospital proposes to engage in or perform human 
experimentation affecting his care or treatment and 
has the right to refuse to participate. 


The patient has the right to expect reasonable 
continuity of care. 


The patient has the right to examine and receive 
an explanation of his bill regardless of source of 
employment. 


The patient has the right to know what hospital 


rules and regulations apply to his conduct as a 
patient. 


The patient has the right to wear their own cloths 


The patient has the right to keep and use their own 
personal possessions 


. The patient has the right to allow to keep and spend 


a reasonable sum of their money for canteen 
expenses and small purchase 


. The patient has the right to have access to 


individual storage space for their private use 


. The patient has the right to see visitors everyday 


. The patient has the right to have reasonable access 


to telephone both to make and to receive calls 


. The patient has the right to have ready access to 
letter writing materials 
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. The patient 


. The patien 
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has the right to mail and receive and 


opened correspondence 


_ The patient has the right to refuse ECT 


t has the right to manage and dispose 


of property 


_ The patient has the right to execute wills 


The patient has the right to hold civil service status 


The patient has the right to have treatment in the 


least restrictive setting 


The role of Mental Health Nurse in Protecting the 
patient's rights: 
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The right not to be harmed. 
The right to self determination. 


The right to privacy too in our society is a tradition 
of considerable importance. 


Confidentiality and anonymity. 

The right maintains self respect and dignity. 
The right to refuse to participate. 

The right to services. 

Vulnerable subjects the research settings. 


The right to obtain safe and competent care. The 
nurses as members of the health team have an 
important role in protecting the patient from 
unethical and incompetent practices. 


The patient has the right to considerate and 
respectful care. 


The patient has the right to be adequately informed 
about the disease that he is suffering from the 
meaning of various investigations carried out the 
mode of treatment and the prognosis .The patient 
has to feel that his care and the wellbeing are in 


the hands of competent people so that no harm 
will occur. 


The patient has right to privacy and confidentiality 
of information. Any information collected about 
the patient either directly from the patient or from 
his relatives or from other sources should be kept 
secret and without permission of the patient it 


should never be told to anyone even to his 
relatives. 
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The patient has the right to refuse or Participate in 
the performances of human experimentations 
affecting his care and treatment. 


The patient has the right to practice his own 
religion. The patient has the right to obtain the 
help of the ministers of his religion at the time of 
emergency. 


The patient has the right to expect reasonable 
continuity of care. 
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Case studies -A Community Based Mental 


Health Nursing Experiences 


Health manpower is grossly short of the requirement and 
the highly skilled faculty can in the course of their clinical 
experience become useful resources to the clients in the 
community integrating multitude of cognitive, technical, 
interpersonal, and ethical/legal skills to service clients in 
their own homes. The cases presented highlight the need 
for integrating mental health nursing in to the mainstream 
community health nursing clinicals and faculty experience 
can mentor students realizing ultimate goal of community 


health nursing. 


Thayamma was 72 year old female diagnosed with 
Hypertension and Diabetes was on oral medication 
and complained of multiple vague symptoms of 
physical discomfort sleeplessness and expressed lack 
of awareness of home management and lacked 
compliance with prescribed treatment. Upon review 
of the students analysis and reassessment of the other 
sole family member it was found that 17 year old grand 
daughter Lakshmi had been admitted recently for MDP 
at NIMHANS and discharged recently and this was 
stressing out the elderly person with multiple medical, 
family, socio-economic stressors. Once the focus of 
care expanded in facilitating the care of Lakshmi and 
Thayamma, the self care capabilities of Lakshmi was 
strengthened. Thayamma showed lowered BP 
recordings her sleep was reportedly better and she was 
complyng with medical treatment at nearby PHC. 
Lakshmi initially began with grooming herself 
participating in guided activities like making Rangoli 
and garland with positive reinforcement .when she was 
guided with managing her medications Lakshmi began 
reporting less discomfort with her medication and both 
of them were able to manage the home better with 
Lakshmi participating in the house hold chores the 
elderly woman was able to cope better as the conflict 
between them reduced. During the entire period nurses 


were not required to dedicate any extra time than any 
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other families selected for family health services. On 
terminating the care Thayamma expressed hope that 
the teenager would resume her work in the near future. 


Sarala a 74 year old grandmother was battling diabetes 
and asthma she seemed all alone and her retired husband 
seemed helpless in caring and her sense of distress did 
not match her situation. Upon assessment it was found 
that her grandson Jayesh a 7 year old had CP. His parents 
living downstairs were struggling to cope with the care of 
the child on their own. The entire family process and 
coping was diminished one family had been almost cut in 
the middle. Initially the student had not included the child 
and his parents considering them as separate unit. They 
were still eating from the same kitchen. While inclusive 
care began it required referral services and direct care 
intervention for both the clients in the family. Mr 
Muthanna began spending more time facilitating two 
hours of child care. While the family received external 
support and family itself could pool in resources, 
tremendous changes in family coping was made. Daughter 
in law too was keen on meeting the dietary goals of Sarala. 
Acceptance of the situation knowing about the condition 
helped the entire family gain a sense of control. Lot of 
nursing interventions given were not direct physical care. 
They were usually educational in nature for the 
management of diabetes and asthma. The retired nurse 
in the neighborhood church group and other members 


from her contact too was used as a resource for continued 
nursing care. 


Janaki was 49 years old did not seem to have any medical 
problem and the student could not determine the cause 
of her vague symptoms. She had all medical cardiology 
reports in the negative. She had spent two years visiting 
doctors. She had teenage son who was apparently 
unmanageable due to angry outbursts. Husband began 
to join the list of complaints and said she is hysterical and 
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being difficult. She was anxious, hopeless and did not 
know she was experiencing menopause. It was obvious 
that the family process had been disrupted due to natural 
developmental processes. She was referred to a 
8ynecologist nearby and was recommended a water based 
Jelly for Lubrication during intercourse. A well balanced 
diet was introduced to her.She received educational 
intervention about managing menopause and adolescent 
characteristics. She learnt that she could put her skills to 
use by making pickles and began tuition to other children 
around she was able to manage her free time better. Now 


she has a thriving baby food business ona fairly medium 
scale. 


Lessons learnt during family health clinical experiences 
faculty have a greater role in facilitating analysis of 
assessment data, defining accurate nursing diagnosis, 
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planning and implementing interventions and evaluating 
the care provided. Pre clinical and post clinical discussions 
Can expand capabilities of entire group of student's 
receptiveness and response to nursing care situations. 
With close supervision and even little guidance students 
exhibit confidence and become adept in providing 
efficient care. Most families experience ineffective coping 
and altered family process even with a single family 
member being ill. Most families are very receptive and 
cooperative as they receive appropriate interventions at 
the hands of skilled professionals in their own homes. Both 
PG and senior UG students can become providers of care. 
Continuation of care and follow up through subsequent 
batches is feasible at the present scenario in a cost 


effective and efficient manner without any additional 
infrastructure. 
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Diversity, Attrition and Transition into Nursing |. 


INTRODUCTION 

Diversity and attrition are one of the most 
important challenges to financial, educational and work 
force development targets in the health and social care 
fields. In the context of nursing internationally, attrition 
adds substantially to costs and planning uncertainties, 
undermining the collective pool of workforce talent 
and experience. When there is a correlation between 
attrition and social diversity, two additional 
implications arise: that there may be mechanisms that 
counter the achievement of equality of opportunity and 
outcome (social justice), and that targets for establishing 
a demographically representative workforce are more 
difficult to achieve.” 


The fundamental inadequacy of the international data 
on nursing student attrition has three primary causes 


¢ Comprehensiveness-the extent of attrition 
“measurement is highly variable; 

¢ Political-philosophical-the legitimacy of 
categorizing and monitoring diversity groups is 
contested 

* Methodological-operationalizing the variables of 
attrition, diversity and their inter-relations are 


extremely complex, making comparison difficult.’ 
DEFINITIONS 
Diversity: 

Kandola and Fullerton (1998) defined diversity 
as resulting from differences in gender, ethnic or 
national origin, religion, age, physical or mental 
capability, marital status, sexual preferences, social 
background, organisational role and many other factors 
which cause people to have different perspectives on 
the same set of facts or issues, ' 


Attrition: 


Attrition has been described as 'wastage' 


‘termination’ and 'turnover' (Redfern 1978) 


, although 
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strictly speaking the latter refers to a combination of 


losses and gains. With respect to nursing students, 
attrition refers to loss of individuals from nursing 


programmes.‘ 


Transition: 

According to Chick and Meleis (1986), 
transition is a passage from one life phase, condition 
or status to another. It refers to both the process and 
person-environment 


outcome of complex 


interactions.'' 


BACKGROUND: 


In ahistorical review, Coakley (1997) reported 
long-standing concerns about nursing student wastage. 
In the United Kingdom, rates as high as 60% in the 
first year of psychiatric nurse training were being 
reported in the 1960s and by 1980 in the region of 15- 
20%." 


In a study conducted at two UK universities, the average 
rate of attrition of student cohorts from 1997 to 2000 
was 17.7%. The analysis per year for each university 
showed a range between 18% and 25% for university 
A and 12.6-22% for university B (Andrews et al 2003).'2 


DIVERSITY 

Reasons for increasing diversity: 

1. Rapid growth in immigration 

* — In 2006,6.3% of Canada's population was made 
up of immigrants who had arrived in Canada in 


the last ten years.(Human Resources and Social 
Development, Canada, 2008) 


Immigrants accounted for one in eight of the US 
population in 2007,the highest proportion in 80 
years(Camarota 2007) 


In UK, immigration accounted for half of the 
population 1991 


growth 
2001(Vertovec, 2006)'° 


between and 
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Growth of aboriginal population 


¢ In Canada, the Aboriginal (indigenous) 
population continues to §row ata rate greater than 
that of the total Canadian population 


* Between 1996 and 2006, the Canadian aboriginal 
population grew by 45%, almost six times faster 
than the Non Aboriginal population which grew 
at a rate of 8% (Statistics Canada 2008) 


* In Australia, Aboriginals made up 2.4% of the 
Australian population.10 Forms of diversity in 
Nursing: 

¢ — Ethnic diversity 

¢ Gender diversity 


¢ Generational diversity 


Ethnic diversity: There are differences between the 
ethnic demographics among the nursing work force. 


Carol (2001), suggests the nursing profession has failed 
to tap into under recruited, diverse cultural groups of 
nurses and many experts suggest this because many 
diverse groups of men and women are economically 
disadvantaged and are the product of inferior 
educational system that are not open to or accepting 
of diversity(Newell, Withrow & Slusher 2001). Often 
this has led to an underdevelopment of basic learning 
skills such as reading, writing, and critical thinking: 
thus some diverse students are unable to achieve the 
grade and test scores required to enter nursing schools” 


Gender diversity: Diversity goals in nursing are not 
just directed at ethnicity, they also frequently include 
increasing number of men in nursing. 


Despite a call to increase the number of men in nursing, 
progress has been slow due to many reasons. E.g. Few 
male faculty role models in nursing, Many nursing text 
books refer to the comforting care giver nurse as 'she' 
and make no mention of the male gender. 


These reasons suggest that males are less capable of 
caring, compassion and nurturing than female nurses. 
But in Milligan's (2001) qualitative study of male nurses 
working in acute care hospital settings, male nurses 
emphasised meeting patient needs, effective 
communication and information giving as core 
components of their practice’ 

Generational diversity: If one believes that ethnically 
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and gender diverse providers are needed to 
appropriately care for diverse population, than 
attention must be paid to generational diversity as well. 


During the last six or seven years, the whole idea of 
age has become the latest diversity issue, taking its 
place up there beside gender, race, colour and creed. 
As long as there have been human people on this 


planet, there has been generational conflict (Wood 
2003). 


Hill (2004), suggest that although generational diversity 
poses new management challenges, it also provides a 
variety of perspectives and outlooks that workplace 
balance and productivity. Hill goes on to say that 
recognising and integrating the different generations 
will increase understanding among peers and will help 
peers feel more positive about themselves, their peers, 
their jobs, and the efforts of management. 


Increasing diversity in nursing: 


The challenge of diversity and the implications, it raises 
for service providers has become an integral and 
irreversible feature of contemporary social and political 
life in many western countries (Kai 2003, Healy & 
McKer 2004). 


Nurses are predominantly white, middle class and 
female (Hutson 2006, ICN 2004). 


The U.S National advisory council on nurse education 
and practice called for increasing the number of 
minority nurses in the U.S as a major strategy in 
reducing health disparities. (AACN 2003). 


In U.K slightly more of the nursing work force has 
minority ethnic origins than the population as a whole. 


However, there is evidence that issues exist within the 
work culture that disadvantage the minority nurses. 


Internationally recruited nurse also feel their 
qualifications are undervalued. (ICN 2004) 


Such diversity reflects multiple group identities and 
has become deeply implicated in a range of social, 
economic and political inequalities reflected in 
systematically different life chances, experiences and 
needs. It has also become the basis of group 
mobilization within the political and social spheres, 
with attendant claims to a range of economic, political, 


social and cultural rights.'° '7 


Barriers to minority participation: 
1) Personal barriers: 
3 Personal needs, including financial support and 


child care; 
3 Academic needs for tutoring and study support; 
language needs; 


43 Cultural needs, such as ethnic role models and 
understanding the cultural dichotomies faced. 


5 Experiencing prejudice and discrimination, from 
classmates, faculty, hospital staff, and patients. 
(Amaro, Abriam-Yago & Yoder, 2006; Yoder, 


1996) 
2) Systemic barriers: 
Admission policies. 
Lack of transparency of policy 
Lack of role models 
Lack of recognition of qualifications 
Lack of professional advancement 


Lack of evidence for policy decisions 
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Lack of policy to address racism.'° 
ADVANTAGES OF DIVERSE POPULATION: 
Oo Emergence of new ideas 

56 Varying perspectives 

Oo Diverse problem solving approaches 

0 ~— Increased tolerance 

DISADVANTAGES: 

0 Increased health problems 


o Greater barriers accessing health service, 
including language and cultural barriers 


3 Greater unemployment and underemployment 
0 Ethnocentrism 

0 Splitting and discrimination.” 
Recommendations to overcome diversity: 


The National Advisory Council on Nurse Education 
and Practice recommended the following strategies to 
overcome the diversity. 


In work place: 


3 Create and maintain workplace environments and 


employee support programs that promote: and 


cee 


document recruitment, retention, and 


advancement of diverse nurses 


4 Promote the preparation of all nurses to provide 
culturally competent care 
4. Establish cultural competence standards in 


education and practice 


In nursing education: 

9 ~— Identify educational environments and programs 
that successfully support recruitment, admission, 
retention, and graduation of minorities and more 
widely implement successful models 


4 Increase the number of diverse faculty in nursing 
programs over the number reported by the 
American Association of Colleges of Nurses. 


0 Improve the evaluation of and accountability for 
the outcomes of programs that are funded to 
increase diversity in nursing 


0 Establish partnerships among health profession 
education groups to help identify indicators for 
the academic and practice success of minority 
students 


6 Educate minority communities regarding nursing 
as a Career 


0 =Increase minority students' and their advisors/ 
counsellors’ understanding of the academic 
requirements necessary to facilitate access to a 
professional nursing program 


Increase the overall number and percentage of 
baccalaureate-prepared minority nurses in the 
basic nurse workforce.” 


ATTRITION 


Attrition represents an important and costly feature of 
nurse education leading to loss of talents and 
investments and undermining the formation of a 
representative workforce. 


Myths about the attrition: 


1. People 'drop out' of nursing more than other 
careers: 


Attrition, or people dropping out of professions, careers 
and courses of study, happens in all settings and sectors. 
Indeed, it is becoming less common for us to have just 
the one career or even one type of job in our life - 
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an example of seriousness of the problem, it is 
probably safe to say that of the students who graduate 
from nursing schools each year and who enter the field 
of nursing, a significant number will no longer be 


practising after 5 years in the profession. 


something our grandparents would find Surprising. As 
While nursing is often regarded as having high attrition 
rates, evidence shows that attrition rates in nursing, 
either during study or after registration, are simi| 


ar to, 
and often lower than, other careers in Australia. 


2. Students drop out of nursing more than other 


In a high attrition environment even if many individuals 
courses: 


were entering nursing, these losses will potentially 


Students studying nursing in Australia have lower rates Offset any gains that are made. ° 


of attrition than fellow students in other health 
programs, such as behavioural science, physiotherapy 
and psychology, and they have a lower rate of attrition 
than other non-health based programs.® 


Recommendations to overcome attrition: 


In work place: 


O Maintain good communication between the 


management and employees. 
Factors contributing to attrition: 


0 Improving the perks of the nursing staff to the 


Glossop (2001) reported the following, personal and extent possible 


rogramme factors as contributing to attrition: ; 
Pros S 9 O Creating the forum for the management to decide 


Personal factors: the basic level salaries. 


Gene uowantedetelected, harassed Peer support for study skills, discussing living away 


Q 


© Wrong career choice 0 Creating most congenial work atmosphere. 
© Unable to meet academic standards Balancing the supply and demand 
a Family responsibilities 0 Innovative HR interventions to create bonding and 
0 Cultural or value conflicts loyalty within the hospital and other practices to 
0 Financial problem retain employees. 
5 Low attendance 0 Attractive and competitive salary package. 
0 Travel difficulties In nursing education: 
4 Clinical difficulties 6 Realistic presentation at recruitment sessions of 
expectations on the part of nursing programmes. 
5 tll health ( A) 
6 Orientation activities for new students 
o 
o 


Inadequate pre programme information and Parhonie. and DeinerespanEules 


. 3 . 
preparations 5 Counselling centre for stress management. 


Programme factors: Faculty advisors for students throughout the 


that does not 


accommodate individual circumstances. ei 


6 Structure of programme programme. 


Discussing with the students regarding reasons for 


Lack of support for academic needs. their poor academic and clinical performance and 


Lack of tutor support withdrawal. 


a Developing learning centre services to help 


itudes i 
pieealive stalfiattitu develop study skills and test-taking. 
Theory and practical imbalance |q Earlier introduction to clinical settings and 
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Variable placements. increased clinical hours. 


See er nutsing employment 9 Disability support and accommodation, mentoring 


it has become such a significant issue that efforts to 
attract individuals to the field and recruit them to 
positions in the health care industry from the other 
field. he 


\ 


and financial assistance. 
Enhancing Social integration programme. (Jeffreys 


2002)...*:? 


TRANSITION: 
The word transition comes from Latin word Transitus, 
meaning to go across, to pass Over OF $0 through. 


According to William Bridges, ‘Change is situational: 
the new site, the new boss, the new team roles, and 
the new policy. Transition is the psychological process 
people go through to come to terms with the new 
situation. Change is external, transition is internal. 


Transition begins with experiencing a loss and the 
letting go of old behaviours, processes, identities, or 
system. 

Transitions are significant, universal human 
experiences. Because transitions are inter connected 
with the evolution of the human being and the world, 
understanding of transitions has rich significant for 
personal and professional life and for nursing as a 


science of human caring. '"! 


Types: 

Schumacher and Meleis(1994) proposed that 
there are 4 categories of transition in nurses are 
involved: 

1. Developmental: Transition that reflects life cycle 
transitions such as adolescence, parenthood and 
ageing. 

2. Health or Illness: It includes modifying risk factors, 
adapting to the physiological and psychological 
demands of pregnancy and numerous phenomena. 

3. Situational: It includes changes in educational, 
professional and family roles and transitions that 
occur as a result of changes in intangible or tangible 
structures or resources. 

4. Organisational: Transitions that occur in the 
environment within agencies, between agencies or 
in society and reflect changes in structure and 
resources at a system level.' 


Stages of Transition in nursing: It incorporates three 
stages as below: 


1. Doing 

2. Being 

3. Knowing. 
Doing: 


y find in the realities 


well as accommodating what the 
fe worlds. For 


of their new work, professional and li 
duate, there is little energy OF time to lift 
e very immediate issues or tasks set 
demands a concerted focus 
ce without revealing 


the new gra 
their gaze from th 
before them, and this state 
on simply "surviving" the experien 
their feelings of overwhelming anxiety or exposing their 


self-perceived incompetence. 


Being: 
The second stage of professional role encompasses the 
next 4-5 months of the NGs' post orientation period 
and is characterized by a consistent and rapid 
advancement in their thinking, knowledge level and 
skill competency. As this period progresses and the 
NGs gain a comfort level with their professional roles 
and responsibilities, they are confronted by 
inconsistencies and inadequacies within the healthcare 
system that serve to challenge their somewhat idealistic 
pre-graduate notions of the profession. An increased 
awareness of the divergence between their professional 
"self" and the enactment of that self in their new role 
motivates a relative withdrawal of the NGs from their 
surroundings. The primary task for these graduates at 
this stage is to make sense of their role as a nurse 
relative to other healthcare professionals and to find a 
balance between their personal and professional lives. 
Knowing: 

The third and final stage of evolution for these nurses 
during the initial 12 months of their careers was focused 
on achieving a separateness that both distinguishes 
them from the established practitioners around them 
and permits them to reunite with their larger 
community as professionals in their own right. With 
an increase in both familiarity and comfort in their 
nursing roles, professional responsibilities and 
relationships with co-workers, the NGs have the time 
and energy to begin a deeper exploration and critique 
of their professional landscape, making visible the more 
troubling aspects of their socio cultural and political 
work environments. Likely fed by a residual exhaustion 
sel prior stages, the NG may express a growing 
dissatisfaction with shift work, the conditions of their 
work environment and their relative powerlessness to 
effect change within that environment. For some, this 
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may simply be a case of adjusting to the work world 
for the purpose of achieving a sense of job satisfaction. 


The whole of these stages encompasses ordered 
processes that included anticipating, learning, 
performing, concealing, adjusting, questioning, 
revealing, separating, rediscovering, exploring and 
engaging. While this stage is by no means linear or 
prescriptive or always strictly progressive, it is 
evolutionary and ultimately transformative. Further to 
this, it can be assumed that ongoing but transient 
regressions will be experienced by the graduates and 
may be precipitated by the introduction of new events, 
relational circumstances and unfamiliar or complex 
practice situations or contexts into the graduates’ 
assumed location on the transition continuum. ° 


Recommendations to facilitate transitions: 


_0 Seek out appropriate people for help such as faculty 


and family members. 


© Use free or low cost resources that can change the 
quality of education in nursing colleges. 

5 Talk to the students and get feedback about the 
strengths and weaknesses. 

5 Time management to balance between the 
recreation and social activities with study time. 

5 Maintaining a passion for nursing most likely will 
compete with other things and making clear 
decision about priorities will make the goals more 
realistic and achievable. 

5 Understand your own characteristic style of coping 
mechanism. 

5 Nurturing the spirit by prayer, meditation, yoga and 
music. (Gladden 1998). 

5 Appreciate and create rituals and ceremonies in 
various phases during the course. "' 

Discussion 1: Brodie et al.'s (2004) review of research 

on nursing student attrition demonstrated the complex 

influence of multiple factors, including disparity in 
perceptions and wider disillusionment with the health 


service.'7 
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Discussion 2: National and international research is 
needed to understand better the causal variables 
underpinning differential attrition rates, with particular 
regard to understanding how different groups may 
experience the relationship between education and 
their broader circumstances and between the 


theoretical and the clinical elements of nurse education 
itself, 


Discussion 3: Students should be made aware of the 
personal and financial costs of a nursing education prior 
to admission. Preadmission advising that provides an 
applicant with a more complete understanding of the 
nursing educational process may help prevent student 
attrition and the loss of new nurses to the profession. 4 
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Introduction 

Human rights in health care involve both recipients 
and providers. This right includes the right to choose 
or decline care, including the right to accept or refuse 
treatment or nourishment ,informed consent, 
confidentiality and dignity. Nurses have an obligation 
to safeguard people's health rights at all times and in 
all places. This includes assuring that adequate care is 
provided within resources available and in accordance 
with nursing ethics. Each psychiatric patient has to be 
respected as an individual and the aim of the treatment 
should be towards an early restoration of the 
functioning of the individual. In achieving this 
objective, nothing should be done which could be 
perceived as violation of the human rights of the 
individual. For instance, unnecessary restrains, keeping 
a person in solitary cell, and afflicting physical 
punishment would be considered as highly unethical 
practices. ECT is given sometimes a punishment for 
unacceptable behaviour, such practice should be 
condemned. Each patient should have facilities for 
basic human rights like privacy, uncensored 
opportunities to communicate with others and basic 
requirements of food, hygiene etc. Every treatment 
method should be in conformity with the basic human 
rights, for instance, aversive treatment methods which 
may inflict pain or torture have to be avoided. 


Human Approach To Mental Illness 


* Protection of the human rights of the mentally ill 


is a positive intent, this demands special 
legislations. 


* Mental illness should not be viewed as either a 
c 


| medical or legal conditions alone but 4 


sociological dimension is also needed 


Dr.Nagarajaiah 
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Human Rights of mentally ill persons in India 


There is diversity regarding the awareness and 
implementation of human rights issues in a large 
democratic country like India, with a population of 
over one billion. India's constitution envisages the 
establishment of a new social order, and one of the 
primary duties of the states is to improve public health. 
India has a national health policy and national mental 
health programme, and has a mix of public and private 
mental health facilities. After the development of a 
national mental health policy and a Mental Health Act 
in 1987, and the establishment of the National Human 
Rights Commission in 1994, there is greater awareness 
about mental health issues, including human rights, in 
India. This increased awareness has brought into focus 
the poor conditions in some of the old mental hospitals. 
Although some aberrations of violations of human 

rights issues reported in the Erwadi Tragedy in 2001 

cannot be generalized for the whole country. 


The foundations of the modern idea of human rights 
are rooted in the Universal Declaration of Human 
Rights adopted by the United Nations in 1948. India 
is a signatory to this declaration. It incorporates two 
concepts about the nature of ‘human rights’. First, those 
certain individual rights are natural or inalienable and 
include the concept of individual liberty, in which the 
primary role of the state is to ensure freedom of the 
citizenry from abuses of power. It includes the right to 
‘life, liberty, and the pursuit of happiness’. The second 
concept of human rights is a social entitlement, that is, 
the responsibility of society and the state to guarantee 


not only freedom of opportunity to its citizens but also 
the achievement of results, 


The Protection of Human Rights Act 1993 was enacted 
in India on 8 January 1994 to provide for the 
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constitution of a National Human Rights Commission 
(NHRC), State Human Rights Commissions in the States 


and human rights courts for the better protection of 


human rights. In this Act, human rights have been 


defined as 'the rights relating to life, liberty, equality 
and dignity of the individual guaranteed by the 
constitution of India or embodied in the international 
covenants and enforceable by courts in India‘. India, 
being a party to the said covenants, stands to be 
substantially protected by the constitution. 


Significantly, under the Act, the NHRC in India shall 
enquire suo moto or on a petition presented to it bya 
victim or any person on his behalf into a complaint of, 
violation of human rights or abetment thereof, or 
negligence in the prevention of such a violation bya 
public servant. The Commission has then power to 
intervene in any proceeding involving any allegation 
of the violation of human rights pending before a court 
with the approval of such a court. One of the functions 
includes the spreading of human rights literacy among 
various sections of society and promoting an awareness 
of the safeguards available for the protection of these 
rights. 

NHRC is playing a vital role with various agencies in 
protecting human rights and initiating action for 
violating human rights. Commission initiated actions 
with regard to implementation of effective population 
policies at the centre and states level as well as 
mechanism to active the objectives. NHRC has done 
detailed study of functioning of the mental hospitals 
in India. The report has given various recommendations 
to improve the functioning of the mental hospitals in 
India including nursing issues for consideration. A 
report prepared for the National Human Rights 
Commission, after an empirical study of mental health 
hospitals in the country, made a damning indictment 
of the state of mental health institutions. The findings 
reveal that there are predominantly two types of 
hospitals. The first type does not deserve to be called 
hospitals or mental health centres. They are 'dumping 
grounds' for families to abandon their mentally ill 
member, for their economic reasons or lack of 
understanding and awareness of mental illness. The 
living conditions in many of these settings are 
deplorable and violate an individual's right to be treated 


SS 


humanely and live a life of dignity. Despite all advanane 
in treatment, the mentally ill people in these hospitals 
are forced to live a life of incarceration. The second 
type of hospitals are those that provide basic living 
amenities. Their role is predominantly custodial and 
they provide adequate food and to keep patients 


manageable and very little effort is made to preserve 
or enhance shelter, 


Violation Of Human Rights 


Enjoyment of the human right to health is vital to all 
aspects of persons' life and well being, and crucial to 
the realization of many other fundamental human rights 
and freedoms. The violation of human rights is 
committed in hospitals where basic amenities and 
services are not provided, inhuman and degrading 
treatment is very common and patients are subjected 
to ill treatment and abuse. The human rights violation 
starts from very beginning from their admission to 
treatment and rehabilitation till their discharging from 
Mental Health hospitals or Private institutions. The 
persons with mental illness are deprived from their 
right to health, dignity, right to inhuman and degrading 
treatment, force labour, civic and other rights during 
their institutionalization in mental health hospitals. 
W.H.O. Report, 2001 indicates that Human rights 
violation occurs in case of persons with mental illness 
across the world, and India is not an exception. In many 
hospitals in India, there are anecdotal reports of 
violation of human rights of the persons with mental 
illness. Human rights nothing more than entitlement 
due legally and morally, to an individual. "All Human 
beings are born free and equal in dignity and rights ". 
The dignity of persons with mental illness is not 
respected in mental health institution. Sometimes they 
are found in worst condition like naked, in dirty and 
old clothes, unhygienic conditions, sometimes women 
were found in dreadful condition, not "Wearing any 
undergarments and intimate parts of their bodies could 
be seen through the ill fitting clothing." Not providing 
the necessary clothes, to protect personal dignity, and 
not providing items to maintain menstrual hygiene, 
are both human rights violations. They had inadequate 
and poor quality food. Many hospitals still retain a jail- 
like structure. 'Seclusion rooms' were used in the 
majority of hospitals. At least a third of the individuals 


did not have a psychiatric diagnosis to justify their 
presence there. Those conditions prevail, even when 
there is a better and progressive constitutional and legal 


protection of human rights in India than in other Asian 


countries. 
Nurses' Role in protection and promotion of the 


Human Rights of Mentally III Persons 


Nursing practice 
¢ Psychiatric nurses are accountable for their own 


actions in safeguarding human rights. 

Psychiatric nurses need to deal with human rights 

issues daily in all aspects of their profession. 

¢ Psychiatric nurses need to apply their knowledge 
and skills in ways that are detrimental to the 
psychiatric patients and others. 

¢ There is a need for increased vigilance and a 
requirement to be well informed about how new 


¢ 


technology and experimentation can violate human 
rights. 

* Psychiatric nurses should be prepared to face the 
complex human rights issues, arising from conflict 
Situations. 

* The psychiatric nurses should have enough 
knowledge for the application of the human rights 
protection among the vulnerable groups such as 
women, children, elderly refugee and stigmatized 
groups. 

¢ The psychiatric nurses have the duties to facilitate 
patients’ exercise of rights in appropriate ways. 


Nursing administration 

* Improve the ratio of psychiatric nurse, patient ratio. 

* Through continuing nursing education the staff 
nurses skills should be enhanced. 


* The psychiatric nurse should be able to critically 
evaluate the legal and institutional rights by 
reference to human rights and should act as patients 


advocate. 
Motivate the staff nurses in the hospital to do 


specialized courses (DPN) and higher education ( 
MSc Mental Health Nursing ) 


Nursing education 


¢ Institutions : In| 
s should conduct [raining classes for 


nurses on the human rights 
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g courses for psychiatric nurses 
n of the human rights to 


Establish trainin 
regarding the applicatio 
mental health. 


Conducting in-service education regarding 
protection and promotion of human rights. 


Psychiatric nurses Can undertake training Courses 


in the human rights. 
Attending seminars, conferences and workshop to 
gain knowledge about human rights. 


Updating themselves with the recent information. 


Nursing research 


° 


Psychiatric nurses can conduct research in the 
practice of the human rights to mental health. 
Nurses can do observational studies regarding 
human rights of mental illness. 

They can do qualitative studies regarding the living 
experiences of a mentally ill patients regarding the 
human rights both in hospital and community. 


Recommendations 


¢ 


Government should take as much as necessary 
steps to improve mental health sector keeping in 
mind other barriers; sigma 


and discrimination prevailing in the society. 


The mental illness should get enough attention by 
the central and state government in mental health 
policy and programs. 


States should plan for the budget allocation for 
social security, social insurance of persons with 
mental illness. 


Measures should be taken to have adequate 
infrastructure, staffs, clinical services, availability 
of medicines and treatment modalities, quality of 
food, availability of clothing and linen, recreational 
facilities, vocational rehabilitation facilities among 
the mental health hospitals 


Licensing authority can revoke the license if the 
maintenance of the home is being carried on ina 
manner detrimental to the moral, mental or physical 
well being of the inpatients. 


Intervention for violence among rehabilitating 
Patients must include both prevention aspect as 
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management, communication skills, healing crisis 


sedation and 


more human ways of dealing with violence can 
be implemented. 


e 


Enough specialist like Psychiatrists, Psychologists, 
Social workers, nurses, health workers need to be 


trained and appointed to deal with the problems 
of mental illness. 


Insurance schemes should recognize the parity 
between physical and mental illness and only 


reimburse expenses on physical ailments but not 
mental ailments. 


More awareness need to be created among 
politicians, policy makers, NGOs working in health 
and disability sectors, and civil society about the 
consequences of non treatment rather than 
treatment. 


The prevention of violation of human rights can 
be accomplished by multidisciplinary approach. 
This task requires the continued vigilance of 
professional; groups. 
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Introduction: 


Nurses deal with human rights issues daily, in all 
aspects of their professional role. There is a need for 
increased vigilance, and a requirement to be well 
informed, about how new technology and 
experimentation can violate human rights. Furthermore 
nurses are increasingly facing complex human rights 
issues, arising from conflict situations within 
jurisdictions, political upheaval and wars. The 
emphasis on rights-based care, particularly consumer 
and carer rights, demands evidence-based, up-to-date 
mental health care delivered by competent, capable 
professionals. The application of human rights 
protection should emphasise vulnerable groups such 
as women, children, elderly, refugees and mentally 
challenged': 


The World Health Organisation has warned that many 
countries will be unable to cope with a predicted boom 
in mental illness over the next decade. The BBC's South 
Asia correspondent Mike Wooldridge says problems 
in India can be particularly acute because of its ever 
growing population and limited public resources. 
Nearly 25 million people in India are in need of mental 
health services?. In the whole of India it has been 
estimated that there are approximately 58 million 
people with some form of mental illness. 


Nurses are one of the key professionals in respecting, 
protecting and fulfilling the right to health as they 
provide a link between the health care system and the 
patient. In carrying out their work, nurses should be 
able to provide health care and treatment that is 
physically and economically accessible, 


Non-discriminatory, culturally appropriate 
high quality. 


and of a 
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Protecting and promoting the rights of mentally 
challenged during hospitalization: 


Nurses share with other health professions a 
commitment to the well being of patients and to a 
professional practice based on codes of ethics. From a 
human rights perspective, three elements of Mental 
health nursing ethics assume a high priority: 


|. The commitment to patient care and to respecting 
the patient's dignity; 


Il. The avoidance of doing harm; 
[Il. Commitment to non-discrimination. 


|. The commitment to patient care and to respecting 
the patient's dignity: 


The first, and also the most important, provision of 
nursing ethics is to practice with compassion - with 
the understanding that every individual deserves to be 
treated with respect and dignity, regardless of race, 
religion, social or financial status, health problems, or 
disability. 


A. Duty of care 


The ICN Code of Ethics for Nurses states, 'The nurse's 
primary professional responsibility is to people 
requiring nursing care’ 


Nursing has traditionally been a caring profession that 
places care for the patient at the Heart of its role. As 
the nurse cares for each of her patients, she will 
examine him and institute a plan of care, coming up 
with certain nursing diagnoses and care plans for each 
diagnosis. She'll be helping the patient with everyday 
care. She will administer medications to the patient as 
ordered, as needed. As she takes care of the patient, 
she should be careful to chart every detail of her 
oN Ra 


interactions with and observations of p 


| atients, as well 
as vital medical information, so th 


at the doctor and 
other staff can make objective decisions concerning 
that patient's care, having been educated as to his 
progress, or lack thereof. She will most likely be 
reporting, in person, on the patient's care to both 


doctors and other nursing staff, as needed, for the best 
care possible. 


Breaching a duty of care, which may constitute 
professional negligence, may also have legal 
consequences, and this is having an increasingly 
serious impact on health workers and the way they 


practise in the growing litigious culture of many 
countries*: 


B. Patient dignity: 


‘Inherent in nursing is respect for human rights, 
including the right to life, to dignity and 


to be treated with respect’. 


"Everyone has inherent dignity and the right to have 
their dignity respected and protected." 


It is an important concept within the caring professions 
where respect for the human dignity of all patients 
without discrimination is a core value. Dignified 
treatment can be seen at heart as caring for patients as 
human beings and not objects. Upholding patient 
dignity can be seen to affirm human rights for this 
reason. 


The nurse-patient relationship is central to dignified 
caring practice and bases itself on the responsibility of 
nurses to give competent, accountable care when 
patients need it, particularly 


when they are unable to care for themselves. The caring 
role of nurses involves the appropriate use of touch 
and working within the patient's intimate space, 
sometimes often and over an extended period of time. 
It is not surprising therefore that patient dignity is 
generally agreed to be a high priority in providing 
nursing care. A study that interviewed nurses and 
patients regarding their criteria for dignified care found 
that both groups valued respect, privacy and control4. 


Nurses however, also saw advocacy and time as 
important elements of patient dignity, while patients 


Vite eete: 


prioritized humour and matter-of-factness. Nurses 
appeared therefore to have a broader perspective of 


dignified daily care, while patients valued more inter- 
personal factors. 


C .Informed Consent: 


It is critical that the consent of the patient is protected 
as a central tenet of nursing and the other caring 
professions and must be sought prior to undertaking 
any nursing procedure. It is not just about "permission- 
giving" but rather about a decision-making process 
which is sensitive to context. It was affirmed as central 
to ethical health care and nurses, as frontline carers, 
play a key role in ensuring that "the individual receives 
sufficient information on which to base consent for 
care and related treatment." As informed consent 
requires patient access to information, the right to 
information becomes an important factor in this 
process. 


Nursing Personnel must keep in mind the following 
points: 


* Patient can consent for herself/himself or legally 
authorize someone to consent for her/him. 


¢ Ifa patient is below 18 years of age, then the legal 
guardian has to give the consent. 


¢ Consent should be taken from the spouse or legal 
guardian if a person has mental disorder or mental 
incompetence. 


¢ Consent of husband and wife should be obtained 
for legal abortion. 


¢ Legal policy need to be followed for the consent 
for an orphan according to the State. 


¢ Sometimes an information leaflet/pamphlet can be 
prepared for patient to read. 


D. Rights and conditions in mental health facilities: 


Persons with mental disorders residing in mental health 
facilities are often subject to poor living conditions, 
such as lack of or inadequate clothing, poor sanitation 
and hygiene, insufficient and poor quality food, lack 
of privacy, being forced to work, or being subject to 
physical, mental and sexual abuse from other patients 


and staff. 


providers, should take 


lled 


Nurses as primary care 
responsibility to see that following rights to be fulfi 


as far as possible. 


1. Every patient in a mental health facility shall, in 
particular, have the right to full respect for his or 


her: 


¢ Recognition as a person 


@ Privacy; 


¢ Freedom of communication, which includes 
freedom to communicate with other persons in the 
facility; freedom to send and receive uncensored 
private communications; freedom to receive, in 
private, visits from a counsel or personal 
representative and, at all reasonable times, from 
other visitors; and freedom of access to postal and 
telephone services and to newspapers, radio and 


television; 
¢ Freedom of religion or belief. 


2. The environment and living conditions in mental 
health facilities shall be as close as possible to those 
of the normal life of persons of similar age and in 
particular shall include: 


¢ Facilities for recreation and leisure activities; 
¢ Facilities for education; 


¢ Facilities to purchase or receive items for daily 
living, recreation and communication; 


* Facilities and encouragement to use such facilities, 
for a patient's engagement in active occupation 
suited to his or her social and cultural background, 
and for appropriate vocational rehabilitation 
measures tO promote reintegration in the 
community. These measures should include 
vocational guidance, vocational training and 
placement services to enable patients to secure or 
retain employment in the community. 


3. In no circumstances shall a patient be Subject to 
forced labour. Within the limits compatible with the 


ir: ee nts of 
institutional administration, nurses should help the 


needs of the patient and with the requireme 


patients in choosing the type of work he or she 
to perform. 
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4. The labour of a patient | 
shall not be exploited. Nurses sho 
the patients in receiving the same 
any work which he orshe does as would, 


domestic law or custom, be paid for such work to a 


non-patient. 
ii. The avoidance of doing harm: 


Patient safety and avoidance of doing harm, has always 
been a priority in caring patients with psychiatric 
disorders. 


A. Privacy and Confidentiality: 


‘The nurse holds in confidence personal information 
and uses judgement in sharing this information’. 


Confidentiality of patient information is essential to 
maintaining a bond of trust between 


the patient and the health professional and protecting 
the human rights of the patient. Nursing professionals 
are bound by professional codes of conduct that 
generally include rules for confidentiality and have a 
duty to prevent any breach of confidentiality. A breach 
of confidentiality could harm the interests of the patient 
as well as the therapeutic relationship. There are a few 
exceptional instances when confidentiality may be 
breached. These exceptions may include situations 
such as life-threatening emergencies or if there is 
likelihood of harm to others. 


B. Patient Advocate 


The American Nurses Association Code of Ethics (2000) 
calls for nurses to promote, advocate, and strive to 
protect the health, safety and rights of patients. 
Advocating for human rights, according to Copp, is 
"acknowledging the humanity that links nurses with 
all vulnerable populations" 


Smith's (2004) discussion of the role of nurses as patient 
advocates highlights specific conditions that contribute 
to the need for advocacy. The conditions include the 
vulnerability that is created by the patient's illness, the 
complexity of health information and health care 
systems and the risk for the loss of human rights. 


Halter (2002) reports advocacy by psychiatric nurses 
is an integral part of care for victims of mental illness 
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and associated social stigmas. Therefore, it is imperative 
that psychiatric nurses have a thorough understanding 


of how they can advocate for the rights of their patients. 


There are a variety of ways the role of advocate can be 
demonstrated in the area of mental health nursing, 
Educating patients about their rights, supporting their 
autonomy in decision-making, and upholding policies 
and procedures regarding their rights are just a few 
examples. 


It is also the nurse's job to stand up for her patients’ 
rights as individuals. If she notices a mistake or 
something that just doesn't seem right in the patient's 
treatment plan, she should first study it and then 
approach the doctor. Many mistakes have been 
corrected because of an observant nurse. If someone 
has taken advantage of the patient or even abused the 
patient in some way, this too needs to be reported. If 
the patient has any kind of problems, it's the nurse's 
job to report these to the doctors in charge. The nurse 
is the one who will see the patient the most often and 
who will get to know the patient on a daily basis, and 
she needs to step up and take that advocate role, 
making sure her patients get the best care possible. 


C. Access to information 


Persons with mental disorders should have a statutory 
right to free and full access to their clinical records 
maintained by mental health facilities and mental 
health professionals. This right may be subject to 
restrictions in order to prevent serious harm to the 
patient's health and avoid putting at risk the safety of 
others. Any written comments by the patient or the 
patient's personal representative or counsel shall, on 
request, be inserted in the patient's file. 


D. Restraint and seclusion: 


Restraint and seclusion are 2 very different emergency 
protective measures. In 2006, the Centres for Medicare 
and Medicaid Services (CMS) adopted the following 
definitions of restraint and seclusion: 


Restraint : Any manual method, physical or mechanical 
device, material, or equipment that immobilizes or 
reduces the ability of a patient to move his or her arms, 

edication 
legs, body, or head freely; or a drug or m 


when it is used as a restriction to manage the patient's a 
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behavior or restrict the patient's freedom of movement 
and is not a standard treatment or dosage for the 
patient's condition. 


Seclusion. Involuntary confinement of the patient alone 
in a room or an area where the patient is physically 
prevented from leaving: a situation where a patient is 
restricted to a room or area alone.Seclusion can only 
be used for the management of violent behavior that 
jeopardizes the immediate physical safety of the 
patient, a staff member, or others. 


Delaney, Pitula, and Perraud developed the Four S$ 
Model as a way of reducing the use of seclusion and 
restraint. The 4 S's are safety, support, structure, and 
symptom management. In brief: 


¢ Safety means assuring the individual's physical and 
emotional well-being via interventions such as 
modifying the environment to reduce stimuli and 
induce a calming ambiance. 


* Support involves listening and talking in a 
supportive way, offering comfort measures or 
whatever is needed according to the individual, 
and using verbal de-escalation. 


¢ Structure techniques, like limit setting, convey 
behavioral expectations and aid in constructive 
problem solving. 


¢ Symptom management is aimed at specific 
symptoms including stress and relaxation 
measures, diversionary activities, or medication. 


Prevention is always easier and more effective than 
reacting to episodes of violent behaviour. Careful 
patient assessments can identify risk factors for violence 
including triggers, previous restraint and seclusion 
history, and trauma and abuse history. At the same 
time, effective coping strategies previously used by the 
individual to safely manage behaviour, as well as 
specific directions for what staff can do to help, should 
be elicited and documented in the treatment plan. 
Patients can be involved in developing their own de- 


escalation or safety and support plans. 


Start with the premise that seclusion and restraint use 
is not therapeutic, represents a failure in treatment, 


and causes physical and psychological harm to 


patients. Research shows that these measures are 


traumatic for both staff and patients. 


Nursing need to realize that they themselves are 


therapeutic tools, the main intervention that will help 
individuals with mental illness get better. This 
realization is an important part of a culture change in 
how patients are treated, moving away from custodial 
care and toward true patient centred care® 


i. Commitment to non-discrimination: 


Whatever form discrimination takes, at its heart is a 
failure to respect the inherent rights and dignity of the 
person or group in question The principle of non- 
discrimination is also linked to that of equality, the 
right to enjoy humanrights on an equal basis. These 
principles supplement the ethical standards which 
require health professionals to provide care without 
discrimination and with the well-being of the individual 


foremost. 
A. Environment: 


Patients admitted to mental health facilities have the 
right to be protected from cruel, inhuman and 
degrading treatment as set out in Article 7 of the 
International Convention on Civil and Political Rights 
(ICCPR). The provision of a safe and hygienic 
environment is a health concern, and critical to a 
person's overall well-being. Nurses should see that no 
individual should be subject to unsafe or unsanitary 
conditions when receiving mental health treatment. 


C. Notice of rights: 


As soon as possible after admission of patient, nurses 
should inform regarding rights and responsibilities of 
patients during hospitalization, in a form and language 
which the patient understands. If patient is unable to 
understand such information, the rights of the patient 
shall be communicated to the personal representative, 
if any and if appropriate, and to the person or persons 
best able to represent the patient's interests and willing 
to do so. 


Barriers to effective care: 


A number of different factors can get in the way of 
nurses’ commitment to the provision of effective health 


Care 
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2. Lack of training: 


Nurses will provide care that reflects their training. 
Where training has been under-funded or has failed to 
meet appropriate standards, nurses (and patients) will 
be disadvantaged. The CESCR similarly emphasises that 
a part of the duty to fulfil the obligation to give sufficient 
recognition to the right to health, states have to ensure 
the sufficient training of health personnel. 


3. Lack of personnel: 


Shortage of trained nurses can result from inadequate 
intake of trainee nurses, from uneven distribution of 
nurses within a country, from resignations of nurses to 
take up other employment (or to retire) or can reflect 
the emigration of nurses to other countries where they 
seek better prospects. Availability of trained medical 
personnel is an important element of the realization of 
right to health. 


4. Nurse burnout: 


Burnout is frequently referred to in literature relating 
to nurses, mental health and human rights. 


Burnout has been defined as "a sense of failure and of 
being worn out or exhausted through excessive 
demands on one's energy, strength or resources", and 
is characterized by a sense of alienation from one's 
job, low job satisfaction, and deterioration in job 
performance. Burnout is normally associated with 
characteristics of the job, role conflict, working 
conditions, work relationships, emotional exhaustion 
and depersonalization. Poor working conditions, 
gender inequity, long hours and low wages are among 
the many reasons behind burnout of nurses. Burnout 
is recognized by professional bodies and employers 
as a barrier to the provision of effective Nursing services 
and of the professional development of the individual 


nurse, 
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A study of mental health nurse burnout in Japan 
undertaken in 2004, found that prevalence of Parnetn 
is significantly higher in community psychiatric nurses 
than among public healthnurses in other settings. The 
study found work environment factors contributing to 
burnout tobe overwork in emergency services and Bee 
of job control’. 


Nurses have a key role to play in eliminating neglect 
in the home, and in health care settings, and in ensuring 
that the dignity and wellbeing of psychiatric patients 
is safeguarded. 

Recommendations: 


The following recommendations aim at enhancing the 
role of nurses, so that their role strengthens the respect 
and protection of human rights for themselves and 
others. 


To the international community 


Nurses are a key resource in improving global health. 
The international community should contribute to 
maximising the effectiveness of this sector. 

* Support international cooperation on training and 
health care delivery in a form which is consistent 
with international human rights requirements. 

¢ Understand and respond to the positive and 
negative aspects of nurse migration; in particular 
ensure that the cost of training of nurses does not 
become a form of subsidy by poor countries to 
the wealthy North. 

To state 

1 Right to health 

States should ensure that the right to the highest 

attainable standard of physical and mental health is 

respected, protected and fulfilled. 

¢ Governments should ensure that adequate levels 
of nurses are trained and employed, to serve all 
parts of the country. 

¢ Where health services, including nursing services, 
are in the private sector, governments should 
nevertheless ensure that everyone have access fo 
good quality health care. 

2 Professional regulation and responsibilities 
While governments should not take a "hands on" 
approach to the management of nursing at clinical 


level they should provide an enabling environment 
in which effective, secure andprofessional work 
can be carried out by nurses to the benefit of the 
community, 


* Governments should ensure that draft legislation 
regulating the employment of nurses, their 
functions and working conditions, is reviewed by 
nursing organizations and adequately reflects the 
skills and professionalism of nursing personnel. 

e 


Ensure that nursing and its regulation is carried 
Out in a transparent and accountable way with 
limitations on openness applying only where 
strictly necessary for reasonsof protecting the 
legitimate privacy of staff, patients or third parties. 


* — Maximize the extent to which nurses are managed 
by and accountable to senior health professionals 
for their clinical work. 


¢ Nurses working in "closed" environments such 
as prisons or other institutions should be 
encouraged to undertake periods of rotation in 
other clinical environments. 


3 Ethical behaviour 


Nurses should work in an environment in which 
human rights are institutionalized and a 
fundamental part of the value system. 
Governments should: 


¢ Ensure that nurses are made aware of the need to 
respect human rights in their practice, including 
principles of non-discrimination, respect for 
individual dignity and physical and mental 
integrity, and the right of all people to the highest 
attainable standard of physical and mental health 


¢ Nurses working in custodial settings should work 
in an environment in which clinical need is 
paramount, non-discrimination is a fundamental 
value and in which human rights generally are 
respected. Where nurses witness abuses they 
should be encouraged to report them. 

¢ — Ensure that nurses working in settings where there 
is a high risk of human rights violations are able to 
draw on independent sources of advice and 
support outside the existing professional 
framework on the institution - and will not be 
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penalised for doing so. | 


4 Defend nurses' security 

Apart from any strengthening of professionalism within 
nursing, governments must take greater measures 
to protect nurses’ security in the health care 
delivery system and in areas where human rights 
violations occur. 

¢ Security for nurses within the health services and 
in areas of human rights abuse should be 
strengthened. 

* Nurses acting as human rights defenders should 
benefit from the respect and protection states are 
obliged to offer to such defenders. 


5. Forensic nursing 
Governments should examine the potential 
advantages of training nurses to fulfil a forensic 
role within the criminal justice system, thus 
expanding the capacity of the criminal justice 
system to respond to crime, including violence 
directed at women and children. Where training 
is developed and implemented nurses who qualify 
from such training should be employed in forensic 
work. Governments should thus: 

¢ — Introduce, or increase the level of, forensic nursing 
training and its recognition as a discipline within 
the criminal justice system. 

¢ Ensure that nurses qualifying in forensic nursing 
are employed effectively to strengthen forensic 
services and to contribute to the consolidation of 
this growing area of nursing. 

* Ensure that a human rights dimension is included 
in forensic nursing training". 


Conclusion: 


The Nurse's Role in Safeguarding Human Rights, a 
statement adopted by the ICN in 1983,notes that 
“nurses have individual responsibility but they can 
often be more effective if they approach human rights 
issues as a group". Within this role, nurses can work 
in partnership with others to document abuse, 


minimize its negative consequences, and aim to reduce 
its prevalence. 


Professional associations and individual nurses can play 


a greater role in combating human rights violations 
and promoting human rights awareness in mental 
health consumers, 
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Protection from Tobacco Smoke: 


A Child's Basic Right 


Dr. Prasanthi N, Ph.D (N) (MPE) “i 
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In recent years, India has undergone significant 
demographic and socioeconomic changes, which have 
made it a fertile ground for tobacco use, and thus, a 
lucrative market for the tobacco industry. Among the 
worst hit are children, who are facing a huge threat 
from the increasing availability of tobacco products in 
our country. According to the Global Youth Tobacco 
Survey (GYTS), 36.9% of Indian children initiated 
smoking before the age of 10, with boys 55.1% and 
girls 32.1%.(1) 


Children, even if they don't smoke, are the victims of 
second-hand smoke. According to the GYTS, 40.3% 
of the students reported that they were exposed to 
second-hand smoke in public places during the 7 days 
prior to the survey. (1) In addition, many poor children 
in India work for the tobacco industry; they either sell 
cigarettes, or are involved in its cultivation. According 
to a report by the Global March Against Child Labor, 
New Delhi, an estimated 20,000 children work in 
tobacco farms and another 27,000 children work in 
bidi-making or packing cigarettes.(2) 

In addition to this, majority of children in India are 
underweight and grow up vulnerable to various 
illnesses and infections. In many street corners in 
metropolitan areas, we find bunched-up babies 
sleeping on the roads while passers-by walk around 
them. We encounter hungry kids struggling for a 
mouthful of food every day. These children play on 
railway tracks; try to earn some money by carrying 
luggage, selling magazines, polishing shoes; live in 
abandoned pipes; battle every day to survive hunger 
and cold, abuse and violence of all kinds. To sum up, 
a large number of our children are continually 
threatened by malnourishment, disease and death, and 
SMOKING WILL ONLY ADD TO THEIR BURDEN. 


Childhood and adolescence, the period when peer 
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conformity is at its peak, and many habits are initiated 
that usually last for a good part of one's lifetime, are 
the years being targeted by the tobacco companies. 
Various channels such as the movies, television, 
billboard advertisements, are being employed for this 
purpose, exposing our children to unhealthy influences 
and negative role models that can cause them to initiate 
tobacco use early in their lives. In many of our villages, 
we have no water. There are no schools or hospitals. 
A good proportion of our children are denied the basic 
right to education. But in several areas, they are still 
able to buy a bidi/cigarette from a shop. 


Today, tobacco control has become one of the most 
pressing public health needs facing the nation. 
However, no tobacco control program can be effective, 
unless this most vulnerable group - children and youth 
- are reached through: such efforts. As nursing 
professionals in various capacities, we have the unique 
opportunity to fight for the rights of these children. 
The International Council of Nurses (ICN) produces 
‘Nursing Matters,’ a series of fact sheets to provide 
quick reference information and international 
perspectives from the nursing profession on current 
health and social issues. The fact sheet on 'Nurses for 
a Tobacco-Free Life', highlights that nurses are at the 
forefront of prevention, and can contribute to public- 
health policy.(3) Every new day, 5,500 Indian children 
start smoking,(4) and they need to be protected. This 
is all the more important because, in almost all cases, 
children have no choice in the matter, as they are 
unable to protect themselves. They cannot choose the 
environment in which they live, and their passive 
exposure to tobacco smoke. Children are also limited 
in their ability to understand the long-term 
consequences of their behavior, and will become 


addicted before they are old enough to realize such 
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consequences. Protection of their health and well-being 
should therefore be the focus of any tobacco control 


effort, and here are some ways we Can) function in this 


role: 

* Asnurses, we have the opportunity to interact with 
many people in a variety of settings every day. 
Use every opportunity you get to integrate anti- 
tobacco messages into your practice such as 
maternal and child health, and routine primary 
health care. For example, when women come to 
a primary health center seeking health care for 
themselves or their children, use this opportunity 
to educate them about the harmful effects of 
tobacco use. 

* Organize specific hospital outreach programs at 
local youth clubs, anganwadi centers, educational 
institutions, recreational facilities, and other 
suitable venues where you can reach children with 
such messages, including information on stress 
management, improvement of self-esteem, and all 
round-personality development. In particular, 
school-based services are an effective way to reach 
the majority of children in the community. For 
example, when you conduct a tobacco cessation 
program in a school: 


- Speak about the adverse health effects of tobacco. 
Supplement with relevant audiovisual aids 
conveying anti-tobacco messages in simple 
language and attractive style. Address any myths 
associated with the use of tobacco and its products, 
such as smoking is glamorous, machoistic, etc. 
Clarify all questions raised, leaving no scope for 
any misconceptions. 

- Emphasize healthy habits - good nutrition, 
including avoiding junk foods and drinks; 
adequate physical activity; good study habits, and 
the need to balance study and rest, 

- Provide practical tips on: stress and coping - 
handling examination pressure, peer conformity, 
other stresses; improving self-esteem; building a 
positive self-image. | 
Include parents and teachers in the session and 
rope in their inputs as well, 


* A most effective strateg 


y for tobacco prevention 
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youth who take part in such campaigns are less 


likely to use tobacco themselves! 

* Be familiar with legal control measures pertinent 
to the area you are working in; advocate for laws 
such as ban on public smoking, prohibiting sale 
of tobacco products to children. 


* Write letters to the editors of newspapers on 
tobacco control matters. We need the media to 
be on our side, for successful tobacco control. 


¢ Increase your participation in research on issues 
related to tobacco control, such as monitoring 
tobacco use among different population groups, 
evaluating effectiveness of interventions, non- 
compliance with laws, tobacco industry tactics. 


Above all, remember that if tobacco companies could 
reach the tender minds of children through messages 
of disease and suffering carefully camouflaged as 
pleasure, we can reach them as well, with our health 
messages! Thus, we have the unique potential to make 
the BIGGEST impact in children's lives, more than a 
tobacco advertisement, movie scene, or any other 
adverse influence. And any pro-child effort can be the 
biggest pro-health, and consequently, pro-nation effort, 
of all! 
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Role of Cultural Diversity in 
Psychiatric Nursing Care 
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Nursing is a reflection of the society. The growing 
cultural diversity underscores the importance of 
learning about various cultures and recognizing the 
need of people who come from cultural groups that 
might be unfamiliar to the nurse. 


Knowledge above Cultural diversity may assist nurses 
to understand how culture influences the patient's 
behaviour in mental health and illness. When nurses 
view patients through a cultural lens, they can both 
expand cultural awareness and provide culturally 
congruent services for those experiencing psychiatric 
Or emotional stress. 


Nurses become better equipped to promote positive 
mental health within specific cultural environments. 


What is Culture? 


It is the integration of human behaviour (thought, 
actions, customs, beliefs, values , and institutions) of a 
racial, ethnic, religious or social groups. 


(Fadiman,1997). 


Culture also provides people with general design for 
living and patterns to interpret reality. 


CHANGING DEMOGRAPHIC AND CULTURAL 
AWARENESS:- 


¢ ASSIMILATION:- Cultural attitudes were rooted 
through assimilation. It fostered a sense of 
Ethnocentrism throughout the Culture race / group. 
Ethnocentrism leads to the following problems. 


1. PREJUDICE:- Negative preconceived opinion 
about other people or group based on hearsay, 


perception or emotion. 


2. STEREOTYPING:- Believing that one member of 
a cultural group will display certain behaviours 
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or hold certain attitudes (usually negative ), simply 
because he or she is a member of that cultural 
group. 


3. DISCRIMINATION:- Differential treatment based 
on race, class, sex, or other variables rather than 
on individual merit. 


4. STIGMATIZATION:- The attribution of negative 
characteristics or identity to one person or group, 
to feel rejected, alienated and ostracized from the 
society. 


In mental health the culture, race and ethnicity 
proposes three general areas of research to assess the 
role of the culture in psychiatric scenario. 


1. Self worth 
2. Institutional racism and discrimination 
3. Stressful events. 


Implications for health care:- Health care, need to be 
rooted in high technology intervention focused 
approach. Health care providers will need to operate 
in ways that respect different traditions and behaviours 
while providing optimal care. Therefore nurses and 
other mental health care providers must understand 
cultural diversity and appreciate it as something to 
celebrate. 


HOW DO WE PROVIDE CULTURAL COMPETENCY 
IN PSYCHIATRIC NURSING CARE? 


Cultural knowledge (C.A) Cultural skills (CS) cultural 


assessment tool 


Cultural encounter (CE) cultural 
cultural sensitivity cultural i al exposure and practice 


f [ a. — —— | _ 
! Cultural competence (CC) 


} | 


Culturally competent model of care 


cultural world view, theoretical 
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Cultural awareness (CA) 


CA + CK + CA + CE = CC 
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Cultural competence continuum model 
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Cultural 


Advanced 


Cultural Cultural Cultural Basic cultural 


competence 


Elements to provide culturally congruent services:- 


Dr. Jennifer Clarke has identified the following ele- 

ments and they are: 

* Theoretical approaches are culturally oriented. 

* Providers understand and incorporate cultural 
concepts of illness and health into treatment. 

¢ Diagnostic or classification systems are culturally 
accurate and acceptable. 

¢ Recognise culture specific symptom patterns. 

* Patient-Therapist pairs being culturally similar. 

* Service providers must achieve a positive personal 
cultural integration. 

¢ Service is provided to the patient his / her native 
language. 

* Settings are easily accessible and culturally famil- 
iar to patients. 

¢ The nature and timing of the intake process re- 
flects cultural priorities and are not offensive to 
patients. 

¢ Services are provided at convenient times and in 
lengths that conform to cultural experience. 

* Treatment techniques are culturally comprehen- 
sible and acceptable. 

* Record keeping systems are minimally intrusive 
and culturally accurate. 


Culture care theory 
It was developed by Dr. Madeleine leiniger 


Culture care 


Importance between 


patients health care Cultural 


Culture care 


values and service theory 
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Universality of cultural 
diversity 
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Disparities in mental health and barriers to effective 


treatment : - 

¢ Variability and vulnerability. 

* Ethno pharmacology. 

¢ Accessibility. 

¢ Racial bias 

* Religious and spiritual influences. 

Culturally competent and congruent psychiatric nurs- 

ing care :- 

+ Essential skills in cross cultural understanding , 
ter cultural communication, facilitation skills and 
flexibility. 

* Phases of trans cultural nursing knowledge 
1. Cultural awareness 
2. Discover and explain trans cultural nursing 

phenomena 
3. Congruent care 

¢ Trans cultural assessment 
¢ Building Cultural awareness 
Cultural self awareness 
Culture is a main ingredient of personality. Nurses can 
ascertain how the afore mentioned factors relate to 
the individual and his or her perception of mental 
health. Nurses need to be self knowledged, to view 
the position and be preparaed as culturally compe- 
tent providers, in caring diverse patients. Nursing staff 
development programs are beneficial to improve the 
outcomes of culturally diverse patients with mental 
illness. 

REFERENCES :- 

1) Campinha-bacote, J. (1994).Cultural competence 
in psychiatric mental health nursing : A concep- 
tual model. Nursing clinics of North America, 29(1), 
1-8. 

2) Lester,N.(1998). Cultural competence- a nursing 
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98(8), 26-33. 

3) Mohr.,K.W.,(2006). psychiatric- mental health nurs- 
ing. (6th edi.).New york: Lippincott. 

4) Sue,D.W., & Sue,D.(1999), Counseling the cultur- 


ally different: Theory and practice(3rd edi). New 
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Evidence Based Care in 
Psychiatric Nursing 


a. Lo... 


Introduction 


Efficiency is concerned with doing things right. 
Effectiveness is doing the right things - Drucker (1993) 


Efficiency and effectiveness are the basic elements of 
quality care. Evidence Based Practice challenges 
medical practitioners to do things right and do the right 
things. Clinical effectiveness is through utilizing 
research in order to improve patient outcome. For 
evidence based care to become a reality, its effects 
must be demonstrated in clinical based on approved 
& proved standard evidence situation. Overall outcome 
or a Client is mighty influenced by the nursing care 
received by him. Therefore, nursing practitioners must 
be seen to access, evaluate and apply research based 
evidence in their day to day work. 


What is Evidence Based Practice ? 


Evidence Based Practice is the conscientious, explicit 
and judicious use of current best evidence from 
systematic research in making decisions about care of 


individual patient. (Sackett et al 1996) 


Evidence Based Care brings together the best 
professional wisdom and the best empirical evidence 
in making decision about care giving. Evidence based 
practice refers to interventions for which there is 
substantial evidence that they improve patient 


outcomes . (Drake et al 2001) 


EBP means integrating individual clinical expertise with 
the best available external clinical evidence from 
systemic research.Individual clinical expertise means 
proficiency and judgment that individual clinician 
acquire through clinical experience and clinical 
practice. This will guide the nurse in peyeloping 
appropriate nursing diagnosis and for gaEeopcate 
predicaments and its implication. Best available clinical 
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Evidence means clinically relevant research of patient 
centered clinical research into accurate diagnostic tests, 
regimens, prognostic methods. External clinical 
because it invalidates previously accepted diagnostic 
tests and replace them with new one that are more 
powerful, more accurate, more efficacious and safer. 
The combined result from clinically relevant research, 
clinical expertise and patient preferences produce the 
best evidence effective client care (Ross & Larrabee, 
1999). 


In Nursing, Evidence Based Care is an 
approached to nursing practice in which the nurses 
are aware about evidence in support of clinical practice 
and the strength of that evidence. In short, EBM are 
scientific methods to determine which drug and 
procedures are best for treating disease? The idea that 
health care interventions should be based on valid and 
reliable research based evidence inspire the 
development of standard policies. Evidence based care 
is neither old nor impossible 


Evidence Based Practice In Psychiatric Nursing 


Psychiatric/Mental Health reflects the ambivalence or 
quality of the purpose, or both. It create or add up to 
the problem in implementing EBP. In psychiatry, nurses 
are faced with clients presenting with complex and 
challenging problems. For this reason , it is most 
important that interventions are based on valid and 
reliable evidence which is clinically effective. As a 
newly emerging science, Psychiatry is a challenging 
and a complex area which need to follow EBP in all 


the fields. 


Objectives 


¢ To improve quality and effectiveness of psychiatric 


nursing services 


. Select eH nursing diagnosis and 
implement the most efficient nursing care th rough 
sound decision making. 

* Evaluate the result 

* Write nursing care records 

* Make nurses accountable for patient care 
outcomes. 

So a systematic problems solving process involving 


the following stages need to be adopted :- 


* Finding evidence to help solve problems identified 


during nursing interventions 

* Evaluating the evidence and considering its 
applicability to practice 

¢ Implementing useful things in the clinical situation. 


¢ Evaluating the impact of implementation on 


clinical practice 
Evidence Based Practice helps in : 
¢ Standardization of care 
¢ Standardization of rules and policies 
Standardization rules for the referral services 
¢ Standardization of nursing care 
Practical ways in following EBP 
1. Care Practice Guidelines, 
2. Critical Pathways and 
3. Clinical Algorithms. 


1.Practical Guidelines in psychiatric care are strategies 
for mental health care delivery that are developed to 
facilitate clinical decision making and provide patients 
with critical information about their treatment options. 
It provides detailed specification of methods and 
procedures to ensure effective treatment for each 
disorder. Based on the sound evidence about best 
practice, clinical guidelines should be developed. 
Clinical guidelines are systematically developed 
statements which assist nurses and patients in making 
decisions about appropriate treatment for specific 


activity in relation to outcome in terms of defined 
measure (indicator). 
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ent preferred practices Increase consistency in 
cilitate outcome research Enhance the quality 
e Reduce cost Improve staff productivity 
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standards of nursing Care, DSM IV Diagnosis of 
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psychiatric illness. 


2 Clinical Algorithms show a logical progression 
of decisions and activities that are designed to 
standardize quality care for particular clinical problems. 
It provides a greater degree of specificity by providing 
step by step elaboration on issues. A clinical algorithm 
is represented by a flow chart that identifies what 
clinical process might follow from a patient's clinical 
status and response to prior treatment, thereby 
providing a more specific to statement of priority, or 
what to do next if the treatment is not effective. 
Algorithm is very important in Psychiatric nursing 
because they reduce unnecessary variation in clinical 
practice. They facilitate decision making. It also helps 
to integrate into the daily practice all the published 
data concerning new knowledge and treatments. It is 
found that algorithm based treatment improve a 
patients psychosocial functioning faster than non 
algorithm guided treatment. This approach reduces cost 
of treatment. It provide a way to compare a patient's 


progress and allow for important self correcting 
feedback. 


3 Critical pathways provide a means of accurate 
documentation and shift the emphasis to interventions 
connected to a purpose or client outcome. This 
identifies the key clinical process and corresponding 
timelines to which the patient must adhere to achieve 
standard outcomes within a specified period of time. 
A clinical pathway is a written plan that serves as a 
map and timetable for the efficient and effective 
delivery of health care. Valid clinical pathways are 
developed over time by a multidisciplinary team. The 
key elements of the clinical pathways are the target 
population; specified treatment strategies and 
interventions and documentation of patient care 
activities, variances and goal achievement. This sort 
of process enables evidence based approach to be 
taken to every day clinical problems and can be 
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enhanced by development of care 
incorporate local best practice. This ensures that 
Interventions are based on what is shown to be 


effectives rather than thought to be effective (Von 
Degenberg 1996). 


AREAS OF EVIDENCE BASED PRACTICE 
1. EBP IN CURATIVE SERVICES 


2. EBP IN PREVENTIVE AND PROMOTIVE SERVICES 
3. COMMUNITY PSYCHIATRIC NURSING 


1.EBP IN CURATIVE SERVICES 


EBP is a combination of clinical skill and use of 
clinically relevant research in the delivery of effective 
client centered care. Providing nursing care by 
following the ANA standards of nursing care following 
the steps of nursing care plan based on NANDA nursing 
diagnosis is the core of Evidence based practice in 
Psychiatric Nursing. Mental Health nursing is basically 
considered as Interpersonal relationship process 
(Hildegard Peplau 1952) and mental illness according 
to her is the distortion in IPR(Interpersonal 
Relationship). The goal of Interpersonal Therapy is to 
reduce symptoms, improve social functioning and 
assist the person in developing more adaptive ways of 
relating to others. According to a standardized study 
conducted by Guthrie E et al(1999) 
therapy had a significantly greater improvement than 
controls in psychological distress and social functioning 
6 months after treatment compared with the controls. 
With regard to the nutritional needs of the mentally 
ill, a study conducted by Copper A, Baily J proved that 
addition of Folic acid to Fluoxetin for Major Depression 


increase response rate especially for women. 


interpersonal 


Problem with feeding (refusal of food/inadequate 
intake) is one of the difficulties encountered by 
psychiatric nurse. Schell ES and Kayser Jones J found 
that those fed by caregivers who were empathetic and 
creative during meal time had a better experience and 
nutritional status than those who were fed in a 
mechanical Manner. It proved the fact more pleasant 
the meal experience, the more an individual will eat. 


pathways which 


ch is usually verbal or hand 
written prepared by nurses negotiation with the patients 
protects clients with high risk of suicidal tendency ( 
Drew B). So suicide contract can be made in common 
nursing practice. 


No-suicide contracts whi 


A survey conducted by Lehman A et al showed that 
very few patients with Schizophrenia is getting a 
complete course of psychopharmacological 
management which is recommended based on the best 
evidence on treatment efficiency. In order to improve 
compliance with therapeutic regimen, psycho 
education should be made mandatory. 


Dusker KR, Lamb J AND Tusaie Meenford K (1997) 
identified a significant reduction in depressive 
symptoms and improved coping behaviours after giving 
10 sessions of psychoeducation. So a guideline for 
psychoeducation should be prepared for each disorder. 


De Rubeis RJ et al proved a similar efficiency for CBT 
to that of medication for severely depressed patients. 
Interventions that build self esteem and enhance self 
control may be best effective in improving psychosocial 
functioning of depressed adults .Depressed patients 
with higher intrinsic religiosity scores had rapid 
remissions than patients with lower scores. (Koenig H 
et al 1998). So nurses can support healthy religious 
believes as it promote comfort and promote adaptive 
coping. Therefore pharmacological and psychosocial 
interventions should be used together for the better 
result. 


Integration of psychiatric services with general Health 
care services increases the efficiency, effectiveness and 
acceptability of care. Therefore, Nurses working in 
general medicine also have to implement psychiatric 
therapeutic interventions as psychosomatic patients are 
encountered in general wards. Cognitive Behavioral 
therapy can significantly relieve insomnia of patients 
with chronic pain (Copper A. Baile). Lower back pain 
also can be treated effectively by this therapy. Dominic 
and Lee in his study proved the fact that preparing the 
family especially partner also for the arrival of a new 
child and involving him also in its care reduces 
depressive symptoms in mothers with Post partum 
Depression. Family therapy by Cognitive behavioural 


therapy for care givers of chronic illness like 
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Alzheimer's Disease also statistically proved to have 
importance in reducing their distress and adjustment 


problems. 


The application of EBP provide improvement in care 
by providing a theoretical basis for nursing 
interventions. This improvement is demonstrated 
through systematic evaluation process considering 
improvement in areas such as symptom control, coping 
skills, social functioning and quality of life. Using 
standards criteria for evaluation developed through 
functioning and quality of life. Using standards criteria 
for evolution developed through EBP like (Kitson et al 
(1996 Clinical Audit and feedback using quality 
indicators and reports provide a mechanism for this to 
be carried out by clinical staff Health of the Nation. 
Outcomes Scale (HONOS) consisting of 12 scales 
covering key areas of health and social functioning in 
individuals with mental health problems provide a 
means of recording progress on the basis of a series of 
outcome measures. Accurate recording following its 
standards, using paper charts or computer based 
remainders act as physician remainder also 
organizational changes like imparting Multidisciplinary 
team approach by including members from different 
related disciplinarians and nurses are having the major 
role of integrating different professionals. As nature of 
work in mental Health is proved to be of 
multidisciplinary approach, all members should be 
informed about the highly relevant developments. 


2. EBP IN PREVENTIVE AND PROMOTIVE SERVICES 


In a study conducted by Maria R. Shirey (2006) in 
Indiana identified MBSR (Mindfulness based stress 
reduction) strategies for minimizing stress and anger. 
MBSR is a well defined and systematic approach that 
uses meditation as the core of the programme along 
with a combination of affective, cognitive, 
interpersonal and intrapersonal dimensions to teach 
individuals ways to better care for themselves and to 
live healthier and more adaptive lives. Exposing the 
students to MBSR especially to adolescence instills 
necessary personal coping skills required for healthy 


learning, self reflection, acceptance and self care 
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graphic variables resignificantly relat 
mong women specifically also identified 
that wives who worked harder had more depression, 
while those who negotiated with their husbands are 
less likely to be depressed. So a psychiatric nurse 


should work within the community to foster the 
al and traditional norms that 


and demo 
depression a 


development of cultur 
sanction negotiation between husband and wives. 


Office of National drug control Policy developed and 
implemented a set of research based principles on for 
the preventive purpose. Reduce the availability of illicit 
drugs for the under aged. Strengthen anti drug use 
attitude and norms by sharing accurate information 
about substances abuse, encouraging drug free 
activities and enforcing laws and policies related to 
illicit substance. Strengthen life skills and drug refusal 
techniques by critical thinking, communication and 
social competency. Reduce risk and enhance 
protection in families by setting rules, clarifying 
expectations, monitoring behaviour, communicating 
regularly social support and modeling positive 
behaviors. Strengthen social bonding with people 
holding strong standards against substance abuse in 
families, religious and spiritual contexts. Make sure 
that preventive interventions are acceptable for the 
needs and motivation of the population and culture 
being addressed. Intervene early and at developmental 
stages and life transitions that can involve 
risk for substance 
abuse. Reinform interventions overtime. Intervene in 


circumstances that can increase 


appropriate settings like homes, school, peer groups, 
work place. 


Ensure consistency and coverage of programmes 


Train staff and volunteers to ensure preventive 
programmes 


Monitor and evaluate the programmes 


Brown SL et (2003) in a prospective study proved that 
social support for the elderly is very important because 
they feel loneliness and helplessness as they may be 
facing loss of their spouse, loss of friends and loss of 
freedom of movement due to disabilities. The study 
proved that those who were provided no emotional 
support were more than twice as likely to die in the 5 
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years than those with spouse, friends 
So it is very important to do the ne 
interventions to provide them with supportive 
community services and engage with social services. 


3.COMMUNITY PSYCHIATRIC NURSING 


and neighbors. 
cessary nursing 


Suicide rate is found to be increased in both sex and 
all age group after severe disasters (4 years after flood, 


2years after hurricanes, one year after earth quake ) 
(Krug E et al 1998) 


So mental health services should be a available after 
varying periods of time. Prevention should include 
providing social support and facilitating aid to victims. 
In addition, disaster prone areas could be targeted for 
programmes that reduce the conditions that predispose 
people to commit suicide. Tele Health care by nurses 
to patients who were in crisis decreases depressive 
symptoms and increases functioning (Jeannette Learis). 


People with mental disorders should have 
treatment in the community (as per the study done by 
Johnson and colleagues). According to the study, 
deinstitutionalization increases potency of treatment, 
less exposed to disruption and harmful effects of in 
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patient care and is highly cost effective also. But study 
by Colmon identified that Community Psychiatry has 


no significant difference in outcome for services in 
Child Psychiatry. 


Study done by Paterson and colleagues supported the 
fact that Young people with early psychosis should 
receive timely and comprehensive interventions during 
the critical years following the onset. Intensive and 
assertive Community treatment in early psychoses 
produce better outcomes at 2 years than does standard 
care. It specify interventions like psychosocial 
interventions, preventive programmes to help them 
back to work, early detection of psychosis proved 
improved activities. 


CONCLUSION 


Current practices are meeting the ideals of EBP. A wide 
gap exists between scientific knowledge and its 
application in clinical practice. Practitioners must be 
provided with opportunity to attend workshop like this 
which provide with the knowledge skill that are needed 
to understand, analyze and where judged appropriate 
and make use of research findings. 
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Integrating Mental Health Nursing 


Practice in School Health ’ 


Childhood is characterized by periods of transition 
and reorganization, making it critical to assess the 
mental health of children and adolescents in the context 
of familial, social, and cultural expectations about age- 
appropriate thoughts, emotions, and behavior. 


Approximately one in five children and adolescents 
experiences the signs and symptoms of a DSM-IV 
disorder during the course of a year, but only about 5 
percent of all children experience what professionals 
term “extreme functional impairment.” Mental 
disorders and mental health problems appear in 
families of all social classes and of all backgrounds. 
No one is immune. Yet there are children who are at 
greatest risk by virtue of a broad array of factors. These 
include physical problems; intellectual disabilities 
(retardation); low birth weight; family history of mental 
and addictive disorders; multigenerational poverty; and 
caregiver separation or abuse and neglect. 


We know that children need nutritious food, shelter, 
exercise and immunization - but the basics for good 
mental health aren’t always as clear. 


The year 2001 has a land mark in the development of 
mental health services. The WHO theme for 2001 
was “ Mental Health, stop exploitation” Dare to Care” 
National mental health programme initiated in 1981 
has come out with community based approach and 
one of its recommendation is to. train teachers for 
balanced development of physical, mental and social 
faculties of school going children which is essential! 
for healthy life style. 


The teacher plays a significant role in the promotion 
of the health of the children under his/her care. 
Teachers spend most of the school hours with children 
and are familiar with them. They can detect at the 
earliest the signs and symptoms of common mental 
health problems in the classroom setting. Itis expected 
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that out of 51 lakh children ( 6-11 years of age) 
approximately 5 lakh children suffer from mental health 


problems in Karnataka. 


There are 46,24,057 children in the age group of 6-11 
years enrolled in 52, 023 primary schools, taught by 
63, 523 teachers in Karnataka. In Bangalore urban 
district, there are 4,86,684 children in the age group 
of 6-11 years enrolled in 1153 primary schools, taught 
by 10673 teachers. (Source : EMIS 2004 — 2005) 


There is no school mental health programme for 
teachers in Karnataka. There is no record of active 
participation of teachers in the school mental health 
programme. There is no full time school health 
programme. There are no full time school health nurses 


assigned to these schools. 


The pupil teacher ratio of working teachers in Primary 
school in Bangalore urban is 1: 100. If a “resource 
person” such as teacher has to play a vital role in the 
school health programme, he/ she should be 
adequately trained and equipped with adequate 
knowledge and skills. This will enable the nursing 
personnel working in the area to render their services 
to other needed areas also. 


When one observes a child behaving in an undesirable 
fashion which is problematic to him and others, many 
questions crop up in the mind regarding its probable 
causes. Finding its solution becomes obligatory on 
the part of the significant others. The same thing 
happens to a teacher in an educational set up. He 
observes children’s behavior and tries to find out the 
causes and directs his efforts towards modifying them. 


In doing so, he should not miss the important factors 


that might have contributed to the development of 


social maladjustment, emotional disturbance and 
behavioral problems. 
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One in ten children suffer froma mental disorder severe 
enough to cause some level of impairment. It is 
generally observed that 2/3" of child’s life is spent in 
school. According to Parthasarathy “Next to the family, 
School related experiences affect the social, emotion 


and intellectual development of the child”, 


al 


Children under 15 years of age constitute 40% of the 
total population. The world Health Organization had 
declared that as one in five children in the world have 
handicap. It is a ‘serious obstacle to a child’s 
development’. In industrialized countries such as 
United States, prevalence rate for childhood chronic 
illness and disabilities has been estimated at 10%. 
Prevalence rate of 20 to 33% of psychiatric disorder in 
school children has been reported in Indian setting. 
Among them learning disorder constitute 3-7 %, which 
includes use of listening, speaking, reading, writing, 
measuring or mathematical abilities. 


In this context, the importance of a teacher becomes 
vital in safeguarding and promoting the mental health 
of children and early identification of deviations from 
normal. The school is one of the most organized and 
powerful systems in the society, which presents 
opportunity to work through it and to influence the 
health and well being of those who come in contact 
with it. This is especially true in Indian setting where 
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there is considerable shortage in mental health facilities 
for children. 


The major constraint faced by learning disabled appears 
to be the lack of proper knowledge and positive attitude 
exhibited by professionals within the field of education. 
Many teachers are having a tendency to label these 
children as being stupid or lazy. Such ill treatment can 
lead to the development of secondary emotional 
problem, behavioral problems, and reduction in self- 
esteem and high suicide rates. Huntington and Bender 
concluded that adolescents with learning disabilities 
experience higher levels of trait anxiety and have higher 
prevalence of somatic complaints. Some studies from 
United Kingdom also found that the learning disabled 
children were more shy, seeking help and were more 
victims of bullying (Beena, 2002). 


Primary care and the schools are major settings for the 
potential recognition of mental disorders in children 
and adolescents, yet trained staffs are limited, as are 
options for referral to specialty care. Teachers are the 
biggest resources available in India. The Teachers can 
effectively deal many of the problems in the area of 
mental health within resources available close to them. 
It is important to identify the disorders at early stage 
by teachers provided if they are trained to identify and 
detect those disorders. 


Life Style Modification of 
Diabetes Patients 


India today leads the world with its largest number of 
diabetic subjects. The exploding increase in the num- 
ber of diabetes patients cannot be explained by ge- 
netic factors alone, but may be attributed to the role of 
environmental factors also. India is presently facing 
an epidemiological transition with increasing urban- 
ization, and a rapid shift in the economy. This has af- 
fected the basic life style of majority of the population 
in India, which has led to increased consumption of 
dietary fat, sugar and calories and shifted the health 
burden from communicable disease to non communi- 
cable diseases- particularly diabetes. Rapid urbaniza- 
tion, life style changes, less physical activities and un- 
healthy food habits are aiding the exponential growth 
of the disease. 


In India, one of the major cause for the high 
percentage of diabetes is the lack of awareness. Once 
awareness is created among the public about the prob- 
lem more undiagnosed cases would come to light, 
which may have a heavy toll on the economy. An- 
other cause of concern is that diabetes develops at a 
younger age in Indians- at least a decade or two ear- 
lier than in the western population. It has been esti- 
mated that about 2-5 percent of all patients with type 
2 diabetes may have MODY (Maturity on set diabetes 
of the young) in India, with the age of onset being 25 
years or younger. 


Low awareness in India: 


The level of awareness among the population about 
diabetes and its consequences remain pathetically low 
in our country. For many it is just an increase in blood 
sugar level, which has to be controlled by a sugar free 
diet and some medication. Not many are aware of the 
more serious implications of the disease. 


Public Awareness: 


Creating awareness in the public on all aspect of dia- 
betes is the primary need of the hour owing to the 
possibility of the increasing number of undiagnosed 
cases of diabetes. Considering the chances of ition: 
nosed cases even among the educated population it 
should be made mandatory to screen all those wits 
are 40 years and above as recommended by ADA 
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(American Diabetes Association). In India, this would 
have problems owing to the cost involved and lack of 
personnel but the high risk group with high body mass 
index (BMI) and a strong positive family history can 
be identified and encouraged for periodical checkup. 


A person who knows better, lives better and lives 
longer. Diabetes patients' education can do much more 
than empowering patient to mange his or her own gly- 
cemic levels. Intensive education can improve diabe- 
tes related attitudes and well being. Patient should 
modify his / her life style with a wide variety of cogni- 
tive and technical skills for metabolic control. 


Life style modification in diabetes has very good effect 
on controlling blood sugar levels and preventing com- 
plication. Thus the care for diabetic patients must fo- 
cus on developing self care so as to lead an improved 
quality of life and to prevent complications. 


Health education programme should aim at reducing 
or modifying the risk factors. As risk reduction requires 
changes in a given individual life style, community 
action and ready access to support services, can lead 
to significant changes in behaviour. Similarly, family 
support can greatly improve patient compliance with 
life style changes and pharmacologic therapy, leading 
to greater changes in targeted risk factors. 


Change Your Life Style (Modify Your Life Style) 
What is life style modification? 


Lifestyle modification means adapting activities that 
maintain normal blood sugar level and control diabe- 
tes complication. These activities include the follow- 
ing . 


(1) Diabetes Knowledge (diagnosis of diabetes) 

(2) Diabetes and Monitoring of Blood Glucose Level 
(3) Diabetes and Diet 

(4) Diabetes and Exercise 

(5) Diabetes and Foot care 


(6) Diabetes and use of Medication 


(7) Diabetes and hypoglycemia 
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(8) Diabetes and Traveling or driving 
(9) Diabetes and Eye care 

(10) Diabetes and Sick Day Management 
(11) Diabetic and Recognizing Complication 


Diabetes and Exercise 
Keeping Fit - the key to diabetes control 


Sweat it out: Make a regular exercise programme a 
life long habit. Choose any physical activity that you 
enjoy- walking, jogging, aerobics, and so on. Work 
out for about 20-30 minutes every day. Manage stress 
through regular physical activity. 


Exercise is important in the management of diabetes | 


because of its effect on reducing blood glucose level, 
burns calories, improves the response to diabetes drugs 
( oral drugs and insulin ) and helps to maintain a feel- 
ing of well being. 


Guidelines for Exercise 
Today life style demands walking 


1 Before starting an excrcise all diabetics should be 
evaluated by diabetologist / 


Doctor. 


2. Diabetics should walk (brisk walking)/ jog for a 
minimum of 30 minutes, and if possible go up to 
45 minutes to 1 hour. ( Morning walk is useful) 


3. Begin and end each session with a warm up (5 to 
10 min) and cool down (5 to 10min) period re- 
spectively 


4. Diabetics should avoid exercise when blood glu- 
cose level is above 250 mg/dl 


5. Drink sufficient fluids before and after exercise to 
prevent dehydration. 


6. Diabetics should avoid exercise, immediately after 
heavy meal. 


PRECAUTIONS 

1. Always carry diabetic identity card 

Carry sugar, glucose or candy with you 
Drink plenty of water to avoid dehydration 


Patients who have bleeding in the eyes should 
avoid strenuous exercise 


BROWN 


5. Proper walking shoes should be worn 


6. Monitor feet closely for blisters before and after 
exercise 

7. Pain is a warning sign, if pain or creamps continue 
, seek medical advice 
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8. If any chest Pain or discomfort 
ately stop the exercise. 
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develops immedi- 


Moderate to heavy exercise should not be advised 


in people with uncontrolled Diabetes and those 
with complication. 


10. Do not exercise on empty stomach. 


BENEFITS OF EXERCISE 


The benefits of walking are tremendous in addition to 
Weight control , 


walking helps control cholesterol levels, releases en- 
dorphins- boots energy level. 


1. Reduces weight 

. Improves blood sugar control 
. Reduces dose of medication. 
. Improves quality of life 

. Improves blood circulation 

. Stregthens heart 


. Lowers blood pressure 
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. Increases HDL ( Good cholesterol) 
DIABETES AND FOOT CARE 


WHY DO FOOT PROBLEMS OCCUR IN PEOPLE 
WITH DIABETES? 


Diabetics are prone to develop foot ulcer because of 
decreased circulation and poor circulation. This can 
cause loss of feeling and delayed healing. 


Foot care is important to increase circulation 


Foot care advice 


1. Examine both feet carefully everyday for injuries 
such as blisters, cuts, bruises or infection . 


Use a mirror to look at the bottom of the feet 


3. It is important to keep feet clean. Wash with soap 
and warm water (never use __ hot water ). Dry 
carefully especially between toes. | 

4. lf your feet are too dry, apply mild cream / lotion 
like Vaseline. Or olive oil except between toes. 

5. Do not walk bare foot even at home or on sandy 
beaches, protect your feet when walking in sandy 
beaches or near swimming pools. 

6. Do not smoke because it decreases the blood cir- 
culation. In diabetics this may cause peripheral 
vascular disease, which result in amputation of the 
feet. 

7. Wear comfortable shoes, new shoes should be bro- 


ken in gradually. Avoid wearing slippers or san- 
dals, if you do wear slippers or sandals, you have 


10. 


ale 


13. 


14. 


to be extra careful not to injure your feet. 
Wear proper fitting socks preferably cotton 
Examine your shoes every day for foreign objects 
(stone, pins) which may injure your feet and 
also observe your feet for new lesions ( redness, 
ulcer ) 

Trim toe nails regularly straight across, not too short 
and preferable after washing when the nails 
are soft. 

Do not cut or remove calluses by your self, report 
to the physician 


_ If your feet feels cold, wear socks. Do not apply 


hot water bottles or heating pads. 

Report to the physician promptly for any injuries 
such as wounds or thorn entry in your feet, fungal 
infection, ingrown nails or swelling. Do not apply 
medicine or solution to an open wound but cover 
with clean dressing cloth/ pad . 


Dangerous signs to look out in the foot are a change 

in the color of your foot or toe, red, blue or brown 
and any new pain, strange smell even if your foot 
doesn't hurt, swelling of the foot or leg. 


Intensified foot care should be ensured to those with 


+ 
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Poor hygiene 


Symptoms and signs of neuropathy (burning sen- 
sation) 


¢ Evidence of periph 
¢ Neuropathy or significant retinopathy 


* Foot deformities and chronic orthopedics or rheu- 


matic disorders 
* Each person with diabetes should be educated on 


the foot care 
Foot Care is Important for Diabetics and Preventive 
Measures are Available 


Conclusion 


Diabetes is not a curable disease but can be controlled 
very effectively with some life style modifications 
which improves the quality of life, reduces the depen- 
dency on medications to control the blood sugar and 
the person can enjoy a long and healthy life. Life style 
modification needs a lot of efforts from the client, sup- 
port from the family and community along with the 
education provided by the nurse educators. Contin- 
ued efforts and willingness to change proves to be ef- 
fective and leads to behavior modification which helps 
in an uncomplicated, improved quality of life. 
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Burn out in Psychiatric Nurses - 


Causes and Strategies for Dealing with it 


Burnout is a syndrome of physical and mental 
exhaustion appearing in people who are in some way 
dealing with other people in their work. Burnout 
consists of a) emotional exhaustion, b) 
depersonalization c) low level of personal 
accomplishments. As a prototype of stress, job burnout 
is being increasingly recognized as one of the most 
serious Occupational health hazards, resulting in job 
dissatisfaction, lowered productivity, absenteeism, high 
turnover, and a state of disequilibrium. Work-related 
factors such as work pressure without Support, ever- 
changing expectations, new job requirements, role 
conflict, and role ambiguity comprise some of the 
stressors which can cause job burnout syndrome. 
Personality traits such as idealism and a need for self- 
affirmation and work orientation can increase the risk 
of job burnout. Maslach views job burnout as a 
response to chronic interpersonal and emotional 
stressors on the job, resulting in negative feelings such 
as incompetence, lack of achievement and productivity 
at work, emotional exhaustion ranging from mild 
boredom to severe depression, depersonalization and 
treating people in an unfeeling way and poor sense of 
personal accomplishment are viewed as the key 
elements of job burnout. As a result of burnout people 
develop negative self-concept and become detached, 
apathetic, angry or hostile in their work place. Job 
burnout has cumulative effects on mental health, 
quality of life, family life and last but not least 


onproductivity. 


Burnout is a major problem in the helping professions 
such as nursing, medicine, social work, law 
enforcement and education. Nursing staff face working 
places with blood and urine, disturbed sleeping patent 
frequent emergency situations, inappropriate 
expectations from patients and their poratty es, 
insufficient nursing staff and lack of authority in 
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decision-making, all of which can cause job burnout 
for nurses. Bearing in-mind the nature of the nursing 
profession, attempts have been made over the past 2 
decades to investigate the magnitude and implications 
of job burnout among nurses working in various 
departments. Some of the factors that have been 
reported to be associated with job burnout are: 
individual characteristics, threats to job control, 
hardness of training, workload, interpersonal 
relationships with colleagues, knowledge of nursing, 
bureaucratic- political constraints, level of education, 
night shifts, being hospital-based, working on medical 
and surgical wards and negative work-home 
interference. 


Stress management had a pivotal role in controlling 
job-induced stress and burnout . 


Attempts have also been made to study the 
phenomenon of burnout among nurses working in 
mental health fields, yielding interesting findings. In 
studying 296 nurses working with medical units, critical 
units, operation rooms, and psychiatric units in different 
hospitals, Cronin-Stubbs and Rooks observed 
significant differences in the frequency and intensity 
of occupational stress and burnout among the subjects. 
Critical and medical nurses in this study encountered 
occupational stressors more frequently and intensely 
than psychiatric and operation room nurses. Stress in 
psychiatric nurses is further attributed to administrative 
and organizational factors. Fagin and co-workers (1996) 

attributed burnout among psychiatric nurses to staff 
shortages, health service changes, poor morale and 

not being notified of changes before they occurred. As 

regards to sex, female nurses were characterized by 

fewer symptoms of burnout, relatively high emotional 


intelligence profiles, and lower social skills than male 


nurses. 


It is generally speculated that the enormous pressure 
of practicing in a stressful and constantly changing 
health care environment may increase the prevalence 
of job burnout among nurses (Ledgister, 2003a). 
Burnout is a problem because it is associated with lower 
morale, reduced job performance, increased tardiness, 
job turnover, loss of productivity, high rates of 
absenteeism, and poor physical, mental and emotional 
health for individual workers. Job related stress is a 
widespread problem across industry, but it is endemic 
‘1 the human services where nurses form the largest 
group (Cherniss, 1980; Schaufeli & Greenglass,2001). 
The topic of job stress in nursing has been documented 
for more than forty years ( Edelwich & Brodsky, 1980; 
Marshall, 1980; Menzies, 1960) and occupational 
stress in nursing is reported to be increasing in many 
countries. 

The assumption that nurses are prone to job stress and 
burnout - its most severe form - is grounded in a vast 
literature on occupational stress demonstrating that 
nursing is a stressful occupation. The following quote 
is testimony to the embedded nature of stress in 
nursing. 

"Nursing is, by its very nature, an occupation subject 
to a high degree of stress. 


Every day the nurse confronts stark suffering, grief, and 
death as few other people do. 


Many tasks are mundane and unrewarding. Many are, 
by normal standards, distasteful, even disgusting, others 
are often degrading; some are simply frightening" 


Job stressors include factors such as excessive or high 
workloads , irregular and unsocial hours of work, 
physical tiredness, the emotional demands of dealing 
with sick patients and their families and with patients 
whose behaviours are difficult, and lack of staff support, 
uncertainty concerning treatment, conflict with other 
nurses, supervisors and medical staff, dealing with 
death and dying, management difficulties, issues 
involving patient care, concerns about technical 
knowledge and skills. 

Overall the literature convincingly demonstrates that 
stress is a long-standing problem fornurses irrespective 
of nationality, type of nursing training, area or type of 


clinical or non-clinical work . It is difficult to compare 


d studies on stress apart 


the findings of the many reporte 
at nursing is a stressful 


from drawing the conclusion th 
occupation 

Why study burnout in Nurses? 
Burnout is frequently studied in populations of nurses 
for several reasons. These reasons include the fact that 
nursing is a large health care professional body, it has 
been linked to a high incidence of burnout, the very 
nature of nursing is based on empathy, compassion 
and humanisation of medicine, and nurses as 
professionals are involved with people on an extremely 
personal level in an environment that is not always 
conducive to positive consequences. 


Burnout has its origins in physical, emotional or 
psychological demands as well as institutional 
demands. It has been argued that the basic causes of 
burnout lie with the disruptive emotional aspects of 
patient care, such as overly demanding patients, 
unreasonable patient behaviour, illnesses, (especially 
those involved in contact and extreme pain and/or 
certainty of death) that are difficult to treat and which 
may lead to a strong emotional response from the nurse 
as well as recognition that there is sometimes denial 
by care givers to their emotional responses to a patient's 
pain The result seems to be a continuous negative 
contact between the care giver and the environment 
in which he or she works. Burnout in nurses is 
significantly correlated with reduced satisfaction with 
work, life, and oneself as well as with poor physical 
health (increases in sleep disorders, headaches, loss 
of appetite, nervousness, backaches and stomach 
aches). Burnout is also related to hopelessness, 
tardiness, and an intention to leave one's job in nursing. 


How to prevent Burnout? 


* — Start the day with a relaxing ritual. Rather jumping 
out of bed as soon as you wake up, spend at least 
fifteen minutes meditating, writing in your journal, 
doing gentle stretches, or reading something that 
inspires you. . 

Adopt healthy eating, exercising, and sleeping 
habits. When you eat right, engage in regular 
physical activity, and get plenty of rest, you have 


the energy and resilience to deal with life's hassles 
and demands. 
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* Set boundaries. Don't 


overextend yourself, Learn 
Ow to say " 


no" to requests on your time. If you 
find this difficult, remind yourself th 


allows you to say "yes" 
want to do. 


at saying "no" 
to the things that you truly 


Take a daily break from technology. Set a time 
each day when you completely disconnect. Put 


away your laptop, turn off your phone, and stop 
checking email. 


Nourish your creative side. Creativity is a powerful 
antidote to burnout. Try something new, start a 
fun project, or resume a favorite hobby. Choose 
activities that have nothing to do with work. 


* Learn how to manage stress. When you're on the 
road to burnout, you may feel helpless. But you 
have a lot more control over stress than you may 
think. Learning how to manage stress can help you 
regain your balance. 


How to recover from burnout if you have already 
crossed the bridge? 


Sometimes it's too late to prevent burnout - you're 
already past the breaking point. If that's the case, it's 
important to take your burnout very seriously. Trying 
to push through the exhaustion and continue as you 
have been will only cause further emotional and 
physical damage. 


While the tips for preventing burnout are still helpful 
at this stage, recovery requires additional steps. 


Burnout recovery strategy #1: Slow down 


When you've reached the end stage of burnout, 
adjusting your attitude or looking after your health isn't 
going to solve the problem. You need to force yourself 
to slow down or take a break. Cut back whatever 
commitments and activities you can. Give yourself time 
to rest, reflect, and heal. 

Burnout recovery strategy #2: Get support 

When you're burned out, the natural tendency Is to 
protect what little energy you have left by isolating 
yourself. But your friends and family are more 
important than ever during difficult times. Turn to your 
loved ones for support. Simply sharing your feelings 
with another person can relieve some of the burden. 


Burnout recovery strategy #3: Reevaluate your goals 
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Burnout is an undeniable sign that something important 
in your life is not working. Take time to think about 
your hopes, goals, and dreams. Are you neglecting 
something that is truly important to you? Burnout can 
be an Opportunity to rediscover what really makes you 


happy and to change course accordingly. 


Recovering from burnout: Acknowledge your losses 


Burnout brings with it many losses, which can often 
80 unrecognized. Unrecognized losses trap a lot of 
your energy. It takes a tremendous amount of emotional 
control to keep yourself from feeling the pain of these 
losses. When you recognize these losses and allow 
yourself to grieve them, you release that trapped energy 
and open yourself to healing. 


* Loss of the idealism or dream with which you 
entered your career 


* Loss of the role or identity that Originally came 
with your job 


* Loss of physical and emotional energy 
* Loss of friends, fun, and sense of community 


¢ Loss of esteem, self-worth, and sense of control 
and mastery 


¢ — Loss of joy, meaning and purpose that make work 
- and life - worthwhile 


Coping with job burnout 

The most effective way to combat job burnout is to 
quit doing what you're doing and do something else, 
whether that means changing jobs or changing careers. 
But if that isn't an option for you, there are still things 
you can do to improve your situation, or at least your 
state of mind. 


In order to avoid job burnout, it's important to reduce 
and manage stress at work. Start by identifying what 
factors are stressful. Then you can take steps to deal 
with the problem, either by changing your work 
environment or changing the way you deal with the 
stressor. 
¢ Actively address problems. Take a proactive 
approach - rather than a passive one - to issues in 
your workplace. You'll feel less helpless if you 
assert yourself and express your needs. If you don't 


have the authority or resources to solve the 


problem, talk to a superior. 
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Clarify your job description. Ask your boss for an 
updated description of your job duties and 
responsibilities. Point out things you're expected 
to do that are not part of your job description and 
gain a little leverage by showing that you've been 
putting in work over and above the parameters of 
your job. 

Ask for new duties. If you've been doing the exact 
same work for a long time, ask to try something 
new: a different grade level, a different sales 
territory, a different machine. 

Take time off. If burnout seems inevitable, take a 
complete break from work. Go on vacation, use 
up your sick days, ask for a temporary leave-of- 
absence-anything to remove yourself from the 
situation. Use the time away to recharge your 


batteries and take perspective. 


Conclusion: 


ous issue which can damage 


Burnout could be a seri 
of an individual. It 


physical, mental and social health 
is very important for us as NUFSes to be aware of the 


stressful situations that lead to burnout and the 
symptoms. This will help us to take corrective steps in 
time or seek right help to prevent further damage in 
one's life. It is always important to set the priorities 
and goals right in ones life and move toward it. High 
aspirations, expectations and unending demands in life 
and running behind fulfilling these demands would 
eventually make an individual have burnout in 


personal and professional life! 
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SS 


: infant in the stressful transition 
rom a warm, dark, fluid-filled 
environment to an outside 


~ world filled with light, sound, 
and novel tactile stimuli. 


During this period of the newborn adjusting from 
intrauterine to extra uterine life, the nurse must be 
knowledgeable about a newborn's normal 
biopsychosocial adaptations to recognize any 
deviations. To begin life as an independent being, the 
baby must immediately establish pulmonary ventilation 
in conjunction with marked circulatory changes. 


These radical and rapid changes are crucial to the 
maintenance of life. All other neonatal body systems 
change their functions or establish themselves over a 
longer period of time. 


The nurse performs an initial assessment to evaluate 
the neonate, its immediate postbirth adaptations, and 
the need for further support. 


DEFINITION 


The care which is given to a newborn child from birth 
up to 28 days is known as newborn care 


FACTORS INFLUENCING NEWBORN CARE 


Emotional factor 
of Mother and 
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CLEAN CHAIN 

* Clean delivery (WHO six cleans) 

* Clean attendant hands 

* Clean delivery surface 

* Clean cord cutting instrument 

* Clean string to tie cord 

* Clean cloth to wrap the mother 

WARM CHAIN 

* Ensure the delivery room is warm (250C) 
* Dry the baby immediately 

* Rooming in 

¢ Postpone bath to 6 hours 

¢ Wrap the baby with dry cloth 

¢ Thermal protection during neonatal transport 
* 24 hours rooming in 

BREAST FEEDING | 

¢ Early breast feeding 

¢ Exclusive breast feeding 

CORD CARE 


¢ Clean the cord with normal saline, antibiotic 
solution 


¢ Observe the cord daily the symptoms of infection 
SKIN CARE 

¢ Leave vernix on the skin 

¢ Change the diapers soon after they are wet 

¢ Wash hands before handling the baby 

EYE CARE 


* Clean the eyes immediately after birth with clean 


swab 


¢ Give prophylactic eye drops 
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PROTECTION 

¢ Immunization 

¢ Control of infection 

HEALTH CARE SOURCES 

¢ Availability of institutional care 


¢ Availability of health personalities in the neonatal 


care units 
¢ Equipments and emergency medicine in the NICU 


* Child health programmes like RCH, ICDS, CSSM 
EVIDENCE-BASED ESSENTIAL NEWBORN CARE 


IMPORTANCE OF NEWBORN CARE 


¢ It will promote well being of the mother and 
newborn 


¢ It gives healthy citizen to India by then built healthy 
nation 


* Decreases the maternal mortality and infant 
mortality rates 


*¢ Healthy newborn promotes and leads positive 
development of the child in all stages of 
development 


CONCLUSION 


This brief presents the essential elements of 
newborn care that are known to be effective. The 
challenge facing health policymakers is putting 
these recommendations into action. 
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well being of patients 
with dementia. 


Smt. Aditipal Dr. Ramachandra 


5.15 pm - Photo session, General Body Meeting, Tea 
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Mr. Suresh Sharma Ms. Anoopa Suresh 


Awareness regarding human 
rights of mentally ill among 
nurses at selected hospitals in 
north India, 2009. 
A study to assess the 
Knowledge and attitude 
towards importance of human 
rights among health care team 
members working in Mental 
health Department in Narayana 
General Hospital, Nellore. 
Needs, problems and opinion of 
the care givers of patients with 
violent behaviors. 
A descriptive study to explore 
level of attitudes of the rural 
community towards the rights 
of the mentally ill in Kolar 
district. 
A Study to Assess the 
Knowledge and Attitude of 
parents towards Mental Illness 
in a Selected Hospital in 
Chennai. 
Seclusion and restraints in 
human rights perspective 


Mr. Vijayakumar Ms. Anoopa Suresh 


Smt. Anusuya S.P. Ms. Anoopa Suresh 


Smt. D. Padmavathy | Ms. Anoopa Suresh 


Prof. S. Shanthi 


Prof. S. Shanthi 
Prof. S. Shanthi 


Prof. S. Shanthi 


Smt. Vimala 


Smt. Blessy Prabha 
Valsaraj 


An explorative study on human | Dr. Ramachandra 


right and mental illness — 


FREE PAPERS (10 minutes Each) 


Mental well being of children Dr. K. Rajalaxmi 


in primary education. 


Smt. Asha K.Nayak Dr. Nagarajaiah 


A study to determine the 
effectiveness of a competency 
programme on psychiatric 
medication administration 
among nursing personnel in a 
selected hospital of Udupi 
district. 
A study to assess the attitudes 
towards mental illness and 
mental health services among 
housewives residing at Sreeram 
Nagar, Hyderabad. 
A descriptive study to assess 
the attitude about mental illness 
among public residing in 
selected area at Chennai. 


Smt. Bingi Dr. Nagarajaiah 


Rajeshwari 


Mrs. Malathi et al Dr. Christopher Sudhakar 


her Sudhakar 


Smt. Anuradha Dr. Chris top 


Study on comparison of 
psychological disturbances 
during menstruation between 
early and late adolescent girls 
in selected school at Chennai, 
Tamil Nadu. 
Stress and Coping among 
destitute women 


4.25 pm 
to 
4.35 pm 


Smt. Mary Rita Dr. Christopher Sudhakar 


- Dr. Christopher Sudhakar 


Role of Cultural Diversity In Smt. S. Shanti 


Psychiatric Nursing Care 


5.15 pm - Photo session, General Body Meeting, Tea 
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SECOND INTERNATIONAL CON FERENCE 
ISPN-2009 


CONVENTION CENTRE 


BANGALORE - 560 029 


PROGRAMME SCHEDULE 


12.10.2009, MONDAY 


TIME 
9.00 am to 11.00am 


PANEL DISCUSSION 


1) Dr. K. Reddemma 
Professor & Dean Behavioural Sciences, 
Department of Nursing, 

NIMHANS 

Bangalore 


Dr. S.K. Chathurvedi 
Professor & HOD of Psychiatry 
NIMHANS 

Bangalore 


Dr. R. Parthasarathy 
Professor, Department of Psychiatric Social 
Work, NIMHANS, Bangalore 


4) Dr. L.N. Suman. 
Professor, 
Dept. of Mental Health & Social Psychology 
NIMHANS 
Bangalore 


Valedictory 


11.30am to 1.00 pm 


1.00 pm to 2.00 pm 


Local Sight Seeing 


After 2pm 


a 


aoe EZ 


Co 


NATIONAL INSTITUTE OF MENTAL HEALTH AND NEUROSCIENCES, 


7 nae Meta 


+ 


by 


3,492? JA 


eHnos-AGa bs 

; on 
_ i 

, A145) AOUEAARO, veke 

‘d Tae © 7 . "Py VAY 
PUMA ak Os We arya 10 SF. 
m . ta Oat + AROMHOY A8 | 


—— <r 


qesnj2 AMMARDORS) 


ee ag a 
» /e' 2 9 or. Gur 
; (ROVOR SSEOT : 


AFT IAN 14a 


——— 


. en 7 fat nobiheed A nG { j . wn00. 14 a ; 
: 2 aettinive aryorvasietl neat] % (ized AG 
1. arene tO taoraqoc! VI 

_ £ AAR | 
i 


. 
: Z ys atlas t | 
SUPE ny |. ae 
ee. ibovagilieA? BS co | 
qviidoed to GOK Bamesit | 
oe a4Anvin | 
me srolegnn di 


_—_ a 
oo 
a. 


; 
x ti ha lira a i * (ef . 
pe oitinitlggrt to meena! sosealorl . 
swaleganS 24 AH MIM show . 


one A (bo 
oeeptors . 

; La se 8 Gtes)! inroah Wo Jaa0 : 
CHAMMIV 7 


P «Oi 
you rts < 


Mmolnisiny 


. 
i _ vat t — 
| 


HOV | i OC : 


oe? IfelZ leo 
_ 


pot ¥ y ss ow ah = 
»> \ 7 | 
\e y 7 fc 
: ~——s WW f 
= : ee 2 td 
Saver TH Se “mo¢e C' Oe a) 


> ; 7 VA 
| . TS se , ov) r 4 f ,, Wate Po rt a 
_ “0dvertiement 


Advertisement 


Advertisement 


| Advertisement 


Mey es ig | a a 
- _ = As eq 


Gi. — oo a “ i saw 4 / 
ie Se ee PO Sh ai ve}, 
f ng 3 & St a i | % = ey, 
& _. i So ke. ~~] ed &e - aay) 


Technology 


™ DELTA 


=— INN OVATIVES 
Deliitionsy | 


* Round Lights - for Offices, 
e LED Lantern (Solar 


The Very Best in 
L.E.D 


Advantages Of DELT@ L.E.D Lights : 
Saves up to 80% on power 
Closest to natural light 
Long life span - more than |5 years 
Eliminates maintenance cost. 
More light, less heat generation 
Environment friendly 
No infrared or UV 


For details please contact : 


Saves = DELTA 


== INNOVATIVES 
Up To # 225, 'SAPTHAGIRI', 7th Main, MEI Layout, 


Hesaraghatta Road, Banglaore - 560 073 


* 
0 Phone : +91 80 22731396 
7 0 Telefax : +91 80 23723647 
Mobile : 98440 36670 / 94494 78225 


E-mail : aravindhooli@yahoo.in 


On Power info@deltainnovatives.com 


Website : www.deltainnovatives.com 


www.deltainnovatives.com 


Je Pulyiseusite, Se (), Gill SPU, det, Ue 


" , 
& 
‘ ; : ‘ 
a 3 ig , . 
> ‘we ~ 
é  § Sy 
. L 5 
&, Qs ; 
_— . 
. 7 
. : 
Soe : . 


& ooscdeod azz CT 
WS RLRAGHAVENORA 4. cparat. * * 


Courses offered: 
e M.Sc Nursing 


e® @e8 ee 


93/4, Sondekoppa Circle, N.H.4, Nelaman ala, Bangalore - 
Poe Telefax : 080-27723697, 27723695, 27724003, 27723959, ari t246 mT “pea tc 


€.mail : horshahp|@gmoil.com 
FACILITIES AVAILABLE 
Meternity & Gynecology 


General Medicine 


Cardiology Premature Baby unit 

Pediatrics C.C.C.U, L.C.U and N.1.C.U, With Ventilator 
Skin & VD Urology, Physiotheraphy, 

Neurology Orthopedics, Opthmology, 

Trauma Care ENT, Psychiatry, Pharmacy, 

Nephrology 


Neurosurgery, Plastic Surgery, 
Laboratory, X-ray,C-ARM,ABG 
Ultrasound, Colour Doppler 
ECG/Echocardiogram, Endoscopy, 
Blood Bank, TMT- Stress Test: 
PFT-Pulmonary Function Test 


Gastro Enterology 
General Surgery 
Pediatric Surgery 
Infertility Clinic 
Immunisation 


eae eae eee 


24 HOURS- Advanced OT with C-Arm, Trauma, Neurosurgery, Ambulance, CT Scan, 
Pharmacy, Lab, X-ray, Blood Bank, ICU, CCU & NICU. Color Doppler, TMT, Echo, 
Physiotherapy, Dental, Cosmetic & Plastic Surgery, All medical, surgical, OBG consultation. 

Rec. by ESI, KPCL, KSRTC; BMTC, Aided and unaided school teachers, Yeshasvini, TPA's like: 
TTK, FHPL, Medi Assist, Swastik, United Health, ARC, Paramount, Jeevan Accident Care, E- 
Meditek solutions, Good Health Plan, Alankit Healthcare, Star Allied, Raksha TPA, Focus Health, 
MD India. Arogya Bhagya Yojane for Police and State Government will be included shortly. 


harshahpl@gmail.com Website: vvwwv.harshahospital.org Ph: 080-7723697, 7723959. 7724003, 
Mob: 9448040825 


Criti | | aaa my eee ing py I 
\ f 


Cardiac Critical Care Unit Run by APPOLO HOSPIT' TAL, Bangalore 


HARSHA COLLEGE/ SCHOOL OF NURSING 


(OWN ATTACHED / PARENTAL 250 BEDDED MULTI-SPECIALITY HOSPITAL) Recg. by Govt. of 


Karnataka, KNC, INC, RGUHS, KSDNEB 


MSc Nursing in Medical Surgical 

MSc Nursing in Community Health 

MSc Nursing in Pediatric 

MSc Nursing in Psychiatry - 

MSc Nursing in OBG 

B.Sc Nursing, PB B. Sc and General Nursing & Midwifery 

Post Basic Diploma in Emergency Disaster Nursing 

Well furnished facilities like Hostel ,class rooms, with Kerala style Food and 
Campus Facility 


Recognised for: Medical reimbursement by State Govt, like KSRTC, are Pal ae ya pees nee 
x j zy taka Govt. Co-operation department under 
teachers ("Shikshakara Kalyana Prathishtana”, Karna pete 
j j j tik, United Health, ARC, Paramount, Jeevan Accide 
Scheme. TPA's like : TTK, FHPL, ESI, Medi Assist, Swastik, noun sa ; 
j j j Ithcare. Private companies like Himalaya Drug 
-Meditek solutions, Good Health Plan, Alankit Hea pe i 
piee PepsiCo Pvt. Ltd., Intergarden Intl. Ltd., E-Parisaraa, Hampson Precision Aor Le 
in C + ji Pvt. Ltd., Hind Hivac Company Pvt. Ltd., Denso Kir ; 
Temp Furnaces, Cairn Center, Kaytee Switchgears | ; my 
Cc TC-1 062 [CTC-Sanjivini], KPCL, Shapoorji Pallonji & Company Ltd., Tata Tea Limited, etc 


CCCU & Chest Pain Centre Run by Apollo Hospital, att bei 

24 Hours Ambulance, CT Scan, Pharmacy, cate beand pp bicasbet ir ° ; 
ency care for Trauma & Industrial Accid f 

HBSAG Lites pad are done with Axsym Abbot Machine (MEIA Method) 


sfc HARSHA HOSPITAL 


725161, 27724172, 27701336, 


pais ai Oeil for GNM. B.Sc. 


(3 ‘kp Yrs) 20% Seats are reserved for wards of Railway Employees. (4 Yrs) 

» Approved by Indian Nursing Council (INC), and medical equipments for Clinical Training. 
State Medical Faculty, Lucknow & U.P. Govt. & | . {intensive courses in English, computer, with 
C.C.S. University, Meerut. emphasis on Personality Development and cross 

- Own Spacious Building in Prestigious cultural activities for smooth global access. 
Institutional Area of Noida. * Well connected placement cell to provide job 

» Semi furnished Hostel with Mess & laundry opportunity to our students in India and Abroad. 
facility. ¢ Education Loan is available from Financial 


Institutes / Bank for eligible candidates, 


> Affiliated to well equipped and technically of 
¢ 24 Hours RO Water and facility. 


advance Hospitals with State-of-the art Facilities 


NOIDA is not only an important part of the Industrial landscape of the nation, but healthcare sector is also 
superb with the opening of many world class state-of-the-art HOSPITALS thereby promising quality 
employment to budding nurses. So why don't you make your choice of studying NURSING at Noida that too 

in the oldest and the best College/school of Nursing? 


Nightingale Institute of Nursing 


suc C-23, Institutional Area, Sector-62, Noida-201307 (U.P) 
Ph : 0120-2401936, 2401937, 09871970374, e-mail : nightingale_eucation@yahoo.co.in 


-TUV 
CERT. 


Ano ISO 9001 :2000 


)) 


Certified Lustitution 


28 & > 


a ~ Engineering College 


_ q | SEMEMBinbe TT! ; 


Cities: Tedume 205. 
B.E. Degree in 
1.Electronics and Communication Engineering 
2.Computer Science & Engineering 


3.Information Science & Engineering 
4. Electrical & Electronics Engineering 


PREG Gi, 


Our other Institutions 
C.1.T. = B.Ed. College 
Cc. I. T. = D.Ed. College 


Good Infrastructure 


Nursing Institutions are placed 
with all modern facilities 


just km. from Bangalore 
Majestic Bus Stand Separate well furnished 


and Railway Station and highly secured 
Hostel for Boys & Girls 


Experienced Teaching Faculty 


(Approved by Govt. of Karnataka & 
Recognised by I.N.C. & K.N.C.) 


NIGHTINGALE 


Group of Nursing Institutions 


Own Hospital 
Republic Hospital (150 Beded) 
also we have tie up with 
ESI Hospital (350 Beded) 
ourses Offered: & Shanbhag Hospital 
hs 6”. SE (100 Beded) in Bangalore 
M. Sc. Nursing 
B.Sc. Nursing 
P.C. B.Sc. Nursing 
Genral Nursing & Midwifery 


A FOR MORE DETAILS CONTACT: 
P.R. Principal : 


; f Nursing 080 - 23142665, 23142666 
. | Mob, ; 098863 67287 


(Only for Girls) Fax : 080 = 23142665, 
Chairman : 094480 49895 


KARNATAKA EDUCATION TRUST (R.) 


KARNATAKA GROUP OF INSTITUTIONS 


BANGALORE, INDIA. 


: | ear) COCR 


a" 


Karnataka College of nursihe M.Sc, B.Sc., PC, B.Sc., Nursing “ 
CAMPUS Karnataka Schodl or NURI a GNM. Fe - 
Located Just 12 Km. from Bangalore City Railway Station, seers College of Pharmacy M. Pharma, B.Pharma, D. Pharma 
Campus with new ultramodern features. This exclusive ParaidiGotege ot RAMEN BEd. 


educational complex incorporates the lates technology and er of 


/ , Karnataka Teachers Training Institution | D.Ed. 
its unique architectural design makes it a landmark. Sas As 


Karnataka College of Science B.Sc. Bio-Technology | 
Karnataka College of Management MBA, BBM, B.Com, BCA 
FEATURES Karnataka Pre-University College PUC, Arts, Science, Commerce 
Computer Labs are centrally air conditioned & fully equipped Karnataka PUblic School CBSE | 


»Well-Stocked library with on-line facility to download journals. 
*Spacious class rooms with good furniture and teaching aids. 
Convenient transport facility 

“Highly qualified & experienced faculty 

*Fully equipped laboratories 

*Seperate hostel for boys & girls 


KARNATAKA GROUP OF INSTITUTIONS 


Campus # 33/2, Thirumenahalli, Hegde Nagar Main Road. 
Yelahanka Hobli, Bangalore North, Bangalore - 560 064. 
Tel: +91 80 2857 1484, 2857 1544, 3298 1710. 
Mob: +91 93425 82809 


JN renee hls oe CATION | AT IT’S BEST 


le aching / Quality Clinical E ‘Xperience / Research 


ies moe OCI are). 
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—Pragathi ¢o ee alle eget i stitute oF Nursing” 


' Bangalore, Be 


eee: =A) 


=) 1 ens 
| Courses Offered — ) iaecsvew Physical In oem 
B. Sc. Nursing (Aone) | Administrative Block, Teaching Block, 
(Affiliated to RGHUS, approved by Govt. Of Karnataka, r | Laboratories, Computer Lab, 
KNC and recognized by Indian Nursing Council) INC No. 18-15/2539 a) Library, A.V. AIDS, 


General Nursing Ca | | Auditorium, Play Ground, 


(Approved by Govt. Of Karnataka,KNC, KSDNEB and recognized by INC) ped Separate Hostel Facilities for Boys & Girls 
INC No. 18-15/1252 Re] 


Bright Fucure 


Ror mr more information & admission | contact : 7 


Pragathi College & Institute of Nursing 
# 6/1A, Gubbi Cross (Byrathi), Dodda Gubbi Post, Via Bagalur, Bangalore East, Bangalore-562 149 


Ph : 080 28445655. Fax : 080 28465020. Mob : +91 9845470034 


E-mail : pion_bm@rediffmail.com 


aa et. 
V.S.S. Group of institutions 


New#78, Municipal (#6336,) Mysore Ring Road, Nagadevanahalli, Bangalore - 560056. 
Ph : 91-80-28481746, Mob : 98457 88973, 9880054606 


Courses Offered 


e B.Sc. Nursing 
e G.N.M, B.Sc. 


® B.Com, B.B.M 


Gangothri Education Trust (R) 


Gangothri Group of Institutions 


ishwaneedam Post, Bangalore - 91 
_Venkateshwara Farm, Sunkadakatte, Vis , 
alee maar - 080-23580825, Mobile : 9845471377 Fax : 080-23580825 


Gangothri School and College of Nursing 
(Affiliated to R.G.U.H.S. Blore & Rec. by IN.C., N. Delhi INC No. : 18-15/1196-INC dt. 12-03-05 


Adnaissiioms open, 
B.Sc. Nursing 
g (GNM) 


& 
Diploma in Nursi 
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SPECIAL FEATURES 


@ Excellent Coaching by Highly Qualified & Experienced Staff e Well equipped Laboratories & 
Library @ Sophisticated Computer Laboratory @ Separate Hostel Facility for Boys & Girls with 
Hygienic Kerala Food @ College Buses for Convenient Transport Facility e Holy Mass on 


Sundays @ Free IELTS Coaching Classes @ Clinical Facilities at Missionary Hospitals. 


For admission & Further details contact : 


Prof. J. Nandeesh msc. (N) Ph. : 080-23580825 M : 098454 71377 
Mrs. Resmi S. Nair usc. (nN), Ph. : 080-23285884, 048222 65314, 
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048222 60880 M : 099001 52662, 97455 25526 
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M.Sc. Nursing Diana College of Nursing 


B.Sc. Nursing Diana College of Nursing 

Diploma Nursing Diana School of Nursing 

B.Ed. Diana College of Education 

D.Ed. Diana Teachers Training Institute 
P.U.C. Diana PU Independent College 
Public School Diana Public School (state & CBSE Syllabus) 


rere 


CAMPUS | CAMPUS II 
# 68, Chokkanahalli, # 30, Venkatadri Layout, Chokkanahalli; 
Hegde Nagar Main Road, Hegde Nagar Main Road, 


es akkur Post, Yelahanka Hobili, Jakkur Post, Yelahanka Hobili, 
Baiore. - 560 064. Bangalore - 560 064. 
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GAYATHRI EDUCATIONAL ACADEMY 
.. \ Courses Offered 


> Diploma in General Nursing & Midwifery Course (GNM) 


> Diploma in Medical Laboratory Technology (DMLT) 
> Diploma in Medical X-Ray Technology (DDXT) 


> Gayathri Institute for Career Guidance 
(CGFNS/NCLEX/IELTS Coaching Programme) 


A ry ee 


(Recognised by Govt. of Karnataka, 

Karnataka Nursing Council, B'lore 

Indian Nursing Council, New Delhi 

Karnataka Paramedical Board & Affiliated to 

Rajiv Gandhi University of Health Sciences, B'lore) 


Salient Features 
Parent Hospital 
12 acre Campus under construction. 
Experienced Teaching Staff. | 
Well Equipped Labs & Library. 
Separate Hostel Facilities for Boys & Girls. . 


Safe Transportation. 


" 
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* ‘ 
‘1997 - 2009 


Admn. Off : Kottigepalya, Srigandadakaval, Magadi Main Road, Bangalore-91 
Proposed Campus: Yelachaguppe, Tavarekere, Bangalore South 
Phone : 080-2328 1209, 2328 8781,6595 4531 

Telefax : 080-2328 1209/2328 8781 
Website: www.gayathrieducationalacademy.org 
E-mail : gayathri_academy@rediffmail.com 


24 Hour Helpline : (0) 98450 19774 
nittition with a difference J 


With Best Compliments From 
NARAYANA HRUDAYALAYA FOUNDATION 


No: 258/A , Bommasandra Industri 
lal Area, Hosur Road Anekal 
Bangalore-99. Ph: 080-2783500 - Ext 293, Fax. No- vecemmease é 


WHICH RUNS NARAYANA HRUDAYALAYA COLLEGE OF NURSING 
(Affiliated to KNC, INC & RGUHS) | 


GNM. B.Sc(N) 
P.C.B.Sc (N) 
M.Sc(N) 


Features: 

¢ Narayana Hrudayalya Hospital is NABH Accredited 

* Qualified & Experienced Principal 

* Highly qualified and well experienced dedicated faculty. 

* Clinical facilities at our super specialty hospitals: Narayana Hrudayalaya & 
Multispeciality hospital 

¢  Well-equipped, laboratories 

* Clinical Training at Parent Hospitals & Govt.J-Iospitais 

* Workshops Organized by the college and students: 

* Very active Students Nurses Association 

- Library with internet Facility 

* Hostel facility for girls. 


- Ragging is strictly banned and nurturing environment promoted. 


ep 


With Best Compliments 


The Founder & Chairman 
The Principals 
Staff and Students of 


FLORENCE GROUP OF INSTITUTIONS 


WE SERVE TO LIVE - WE LIVE TO SERVE" 


No. 507 & 509, 3 'D' Main, 3 Block Kalyannagar, H.R.B.R Layout, 
Bangalore - 560043. Ph:25448311 Fax: 25446379 
Website: www.florenceinst.com Email: florenceinstitute@hotmail.com 


COURSES OFFERED: 


* General Nursing Midwifery (G.N.M) 
¢ B.Sc Nursing (Basic) 

¢« PC B.Sc Nursing 

¢ M.Sc Nursing (All specialities) 

¢ Bachelor of Physiotherapy (B.P.T) 

¢ Master of Physiotherapy (M.P.T) 


FLORIDA GROUP OF INSTITUTIONS 


"WORK IS WORSHIP-KNOWLEDGE IS SUPREME" 


No. 503 & 505, 2™ Main, 3“ Block Kalyannagar, Bangalore - 560043. 
| Ph: 41209299, 25437838, 25437839 
Website: www.floridainst.com Email: floridacollege@rediffmail.com (Both Institutions are Affiliated to 
Rajiv Gandhi University of Health Sciences & Recognized by INC / KNC / KSDNEB / NCTE / DIET / 


Bangalore University.) 
COURSES OFFERED: 


* General Nursing Midwifery (G.N.M) 
* B.Sc Nursing (Basic) 


= a of Business Management and Computer Science (B.B.M , B.C. A & 


* Diploma in Education (D.Ed - Kan & Eng Medium) 
* Bachelor of Education (B.Ed-English Medium) 


* Master of Education (M.Ed - English Medium) 
* B.A & B.Com (Evening College) 


CC a 


NO.11/2, MAGADI MAIN ROAD, A 


PHONE No: COLLEGE:- 080-41734 AHALLI, BANGALORE -79 


401, 56695700 HOSPITAL : 080-23144735, 36,38, 


~ ADMISSION OPEN | 


ae M.Sc., Nursing (2 Years) No.11-97/2002-INC Dated 10.3.2003, 
' ELIGIBILITY: Direct Admission for B.Sc., Nursing (P.C) 


7), Students, & 1 year experience for B.Sc., Nursing (Basic) 
|) __ Students 


> SPECIALITIES OFFERED : 


»\jg MEDICAL SURGICAL NURSING, 

\ MATERNITY NURSING, 

CHILD HEALTH NURSING, 

= | | “wessuemes COMMUNITY HEALTH NURSING & 
ie See MENTAL HEALTH NURSING 


Basic B.Sc Nursing (4 years) No.11-76/2000-INC Dated 21.1 -2002, Eligibility: 10+2 or equivalent with 45% in PCBE 

P.C.B.Sc Nursing (2 years) No. 11-37/2000-INC Dated 15-03-2003 Eligibility: Diplomain General Nursing & 
Midwifery as a Registered Nurse 

GNM (3/2 years) INC No.18-694/2000- INC dated 25.04.2001 Eligibility: 10+2 any group 


SARVODAYA HOSPITAL 


A MULTI SPECIALITY HOSPITAL WITH 250 BEDS WHICH INCORPORATES 7 OPERATION THEATERS INCLUDING 
CARDIOTHORACIC SURGERIES, CATH LAB, DIALYSIS, NICU, CCU, MICU, SICU, FULL FLEDGED DIAGNOSTIC LAB, C.T. 
SCAN, M.R.I., ETC. IS WORKING IN A PRIME LOCATION OF THE CITY, ADDING MORE DEPTH TO THE KNOWLEDGE & 
UNDERSTANDING OF OUR NURSING STUDENTS IN THEIR RESPECTIVE AREAS. 


SARVODAYA B.ED., & D.ED., COLLEGE 


NO.12, 10™ MAIN ROAD, BINNY LAYOUT, NAGARABAVI ROAD, VIJAYANAGARA, BANGALORE - 560 040. 
B.Ed., (1 Year) Eligibility : Degree in B.A., and B.Sc., with 50% 


SARVODAYA LAW COLLEGE 


No. 867, VASANTHA COMPLEX, DR. MODI HOSPITAL ROAD, BANGLAORE — 86. 


LL.B., (3 YEARS) Eligibility : Any Degree 


SARVODAYA NATIONAL PUBLIC SHOOL 
ICSE PATTERN 

NO.12, 10™ MAIN ROAD, BINNY LAYOUT, NAGARABAVI ROAD, VIJAYANAGARA, 

) BANGALORE - 560 040. PH: 23303772, 23506790 


Tel: 080-65334067, 65334071 
Telefax : 080-23700359 


M.A.J. Foundation (Regd.) 


: Regd. Office : No. 41/3, Viriayak Nagar, Near Chikkabanavar Rly Stn., 
ee oe Hesaraghatta Road, Chikkabanavar, Bangalore - 560 090. 
BANGALORE E-mail: majfound@hotmail.com 


7 - PROFILE OF 
m9 = M.A.J. GROUP 
OF INSTITUTIONS 


M.A.J. FOUNDATION was established in the year 2003 and Dhanwantari Nursing College and 
Dhanwantari School of Nursing was started in the year 2003. 


The above said institutions is recognized by. Govt. of Karnataka, Permitted by Indian Nursing 
Council, New Delhi and Karnataka Nursing council and affiliated to Rajiv Gandhi University of 
Health Sciences and Karnataka State Diploma in Nursing Examination Board respectively. 


We have successfully completed sixth year and now we are in seventh year and seventh Batch. 
We have equipped with latest educational technology and HIFI Systems. 


We have obtained INC permission for starting M.Sc and P.C.B.Sc Nursing from this academic 
year 2009-10. 


The Chairman of the above institutions is Shri. J.Arif Ahmed who is in Educational field for the 


past 10 years with a motivation for Quality and Standard teaching in Nursing and other 
educational fields. 
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Courses Offered: 
M.Sc ow, B.Sc w) PA B.Sc) Basic & DGNM 


* ADVANTAGE KNN 


i Rich Intellectual Capital: The distinguished 
ge faculty comprises of academicians with rich 
experience. 


Practical and Rigorous Training: We impart the 

best education with emphasis on all round 

ae personality enhancement which is geared 

towards making students ready for their career 
~ even before they step into it. 


Maximum Corporate Interaction: The industry 
interaction at KNN is par excellence. Senior 
Healthcare leaders have interacted with students mm A 
through unique programmes like monthly The Classrooms equipped with smart learning too 
workshops, guest lectures etc. the right ambience for interactive learning 


t. 


ract closely with KNN Students 


Excellent Placements: Our Students are working 
in top Hospitals like Columbia Asia, Health Care 
global. They have got on-campus placements all 
over India this year with attractive salaries. 


The Modern infrastructure of our affiliated Hospitals provides 


1 strong foundatic n for excellé : 2 in Ac ademics 


www.knninstitutions.com 


hospital cated 


K.N.N. COLLEGE AND SCHOOL OF NURSING (Aa Unit of Sushrutha Medical Trust) 
CA 23/B, KHB (Satellite Town), ‘A Sector, Yelahanka New Town, Bangalore - 560 064. (Next to ‘Our Lady ,, Vailankanni Church’) 
Ph: 080 98564730, 28564754, 32981424, Mobile: 09605114673, 09886020023, e-mail; knnnursing@knninstitutions.com 


With Best Wishes Qrrom 


Global College of Nursing 


Gate Campus, Rajarajeshwari Nagar, Bangalore. 


Courses Offered : 
e GNM 
e B. B.Sc Nursing 
e PB. B.Sc Nursing 


e M.Sc. Nursing 


With Best Wishes G-rom 


BMS HOSPITAL 
NURSING COLLEGE 


Basavanagudi, Bangalore. 


Courses Offered : 
GNM 
B.Sc Nursing 
e PB. B.Sc Nursing 
e B. B.Sc Nursing 

M.Sc. Nursing 


Ph: 080 - 25430306 
080 - 25436736 
M06:09845682227 


BANGALORE 
UNDER THE AUSPICIOUS OF PRAGATHI EDUCATION TRUST | 
AFFILIATED TO RAJIV GANDHI UNIVERSITY OF HEALTH SCIENCES 
atits ate 


COGN ISED)E 
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Corporate Office: 
23, 26th Main Road, 
Behind Corporation Bank, 
HSR Layout Sector - [ 
Bengaluru - 560102 

Ph: 080-257274 70 
Fax-080-42 134708 
Email: 


info@brightscholaredu.com 
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Edu talk-Q&A 
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Edu 


Bright Scholar 
Edu Technologies 
learn with fun 


Urban or Rural 
we make it happen , 


Affordable & Acce she } 
//\ 
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www. brightscholaredu.com 


